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AMERICA’S ONE UNDEPRESSED ASSET* 


J. M. ROBB, M.D. 
President, Michigan State Medical Society 
Detroit, MICHIGAN 


Mr. Chairman, Ladies and Gentlemen: 

It has become a trite expression to say we are passing through a period of transition or 
adjustment. The fact of the matter is we are always in a transitional state if we have 
any vitality at all. If the vitality be low, the transition may be scarcely noticeable; if 
high, it may be accelerated and hence more apparent. The present generation has wit- 
nessed changes that are little short of cataclysmic. 

History has taught us that economic change occurs most rapidly after great wars. 
The world war has been no exception. The greater the war, the greater the change. We 
have had a period of inflation followed by 
an unprecedented period of deflation. His- The past fifteen years have witnessed 
tory provides a record of the rise and fall of | great changes in medicine. Scientifically it 
empires, and the past decade and a half has | has made steady progress. The exigencies 
witnessed the wreck of a greater number of | of war have systematized and in some re- 
empires than has occurred in a thousand | spects revolutionized surgery. Internal medi- 
years. With so vast a social upheaval, it | cine has met the demands by way of pre- 
goes without saying that medicine, virtually | vention with the result that the death rate 
in empire in itself, must be on its guard. from so-called preventive diseases during 
| the war was lower than during that of any 
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sons learned from the war so far as pre- 
ventive medicine is concerned have borne 
fruit. Typhoid fever which in former years 
had occupied so much of the physician’s 
time has become practically extinct. Its 
sporadic presence has come to be looked 
upon as a disgrace to any community. The 
death rate from tuberculosis is on the de- 
cline and new methods of treatment have 
placed tubercular patients largely under the 
care of the staffs of municipal hospitals. 
Better sanitation has lowered infant mor- 
tality. We see the doctor rendering him- 
self, to an increasingly large extent, unneces- 
sary so far as former curative medicine is 
concerned. The watchword of the day is 
prevention, so he must train himself to con- 
form to that order. 

Doctors have shown no disposition to let 
up in their efforts towards self-improvement 
even though the economic situation has been 
anything but what they would wish. This 
is evidenced not only by the increase in at- 
tendance where post-graduate instruction is 
available, but by the disposition to report 
individual experience in the literature. Many 
more scientific papers have been produced 
than can be accorded space for publication 
in our medical journals both state and na- 
tional. 

I spoke of the exigencies of the economic 
situation. This is not news. The doctor 
as a social unit has felt the strain perhaps 
more keenly than any other professional 
class or industrial section in the nation. Not 
only has he been embarrassed financially 
along with other citizens, but the commu- 
nity burden has been left too often for him 
to bear alone. I refer particularly to the 
care of the indigent sick. The indigents are 
fed and clothed and warmed and housed by 
the community through funds set aside for 
public welfare but that greatest necessity of 
all, care in illness, has been left solely to the 
physician without thought of remuneration 
for him. And how has he met it? Had he 
not remained at his post regardless of finan- 
cial reward or even the hope of it, it is hard 
to imagine what the condition of the pub- 
lic health would be now. As a matter of 
fact, the general health was never better. As 
a result of the tireless efforts of the family 
doctor our health remains “America’s One 
Undepressed Asset.” 

This vear the state legislature has been 
in session. A revision of the Medical Prac- 
tice Act was long past due, yet, for no good 
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reason, it failed to pass. The fact that the 
profession has been able to carry on under 
an act that was passed before most of us 
were physicians, speaks well for the stability 
and integrity of our members. The gover- 
nor’s veto of the osteopathic bill was a cour- 
ageous and commendable act and one that 
should win him the gratitude of the public. 

The day of sectarianism has passed. The 
healing art is built upon researches in the 
pure sciences such as physics, biology and 
chemistry and medical research depends up- 
on research in these handmaiden sciences. 
For this reason there should be but one door 
to medicine namely, through a knowledge of 
these basic sciences and thence through the 
regularly established and supervised medical 
colleges. If the cults have anything of value 
to offer, thorough training in medicine and 
its basic sciences should not render their con- 
tribution any less valuable. Medicine has 
been its own severest, as well as its most 
intelligent critic. All advancement in medi- 
cine has been autonomous. It has also been 
esoteric; it has been the result of com- 
pulsion from within. It is born of a desire 
on the part of the individual physician for 
self-improvement. He has been conserva- 
tive and progressive almost in the same 
breath ; conservative, in his refusal to adopt 
new methods before subjecting them to that 
rigid examination that science is wont to 
give so-called discoveries. No scientific dis- 
covery is accepted until it has been checked 
again and again by investigators whose 
frankness is their greatest asset. In the 
court of science every prisoner is suspected 
until proven innocent by a crowd of wit- 
nesses before an implacable bench of unemo- 
tional judges. Medicine is, as I have said, 
progressive, inasmuch as its members are 
on the alert for methods and discoveries of 
merit. While it has a distinguished history 
fraught with human interest, it represents 
an evolution. Perhaps the literature of no 
other profession is subject to such frequent 
and painstaking revision. 


“Be not the first by whom the new is tried, 
Nor yet the last to cast the old aside.” 


I have referred to post-graduate work. 
The idea was conceived and put into opera- 
tion a few years ago by the Department of 
Post-Graduate Medicine of the University 
of Michigan with the moral and active sup- 
port of this Society. It has proven a popular 
movement with the profession. Numerous 
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members have availed themselves of the op- 
portunity for post-graduate study to be 
found virtually at their own doors. Plans 
are being made for an extension of this 
work but so ambitious are these plans that 
it will take considerable time and work be- 
fore they are in shape to be made public. 
It is just possible too that they may mean 
the re-organization of our society but the 
purpose will be to further the science and 
art of medicine and to advance public health 
so as to provide adequate medical care for 
all communities in the state. 


During the early part of this year the 
committee on Survey of Medical Services 
and Health Agencies completed its work 
and its report is now before you. An op- 
portunity has been given the public at large 
to become acquainted with the contents 
through a series of articles which have ap- 
peared in the press. This investigation dif- 
fers in certain respects from other surveys 
which have been undertaken on a large scale 
inasmuch as it was conceived and carried 
out by the Michigan State Medical Society 
through the direction of the House of Dele- 
gates. A wise choice was made in the per- 
sonnel of this committee. Dr. W. H. Mar- 
shall of Flint and his associates on the com- 
mittee namely, Drs. L. G. Christian, Bert U. 
Estabrook, C. S. Gorsline, F. A. Baker, 
F. C. Warnshuis and Dr. Nathan Sinai, who 
so ably directed the study, as well as the 
sub-committees of the county societies, de- 
serve the commendation of the parent so- 
ciety for their thorough, painstaking work. 
The report contains a vast amount of ma- 
terial conveniently arranged and indexed. 
The House of Delegates has received it and 
adopted its recommendations with some 
modifications. The original committee has 
been discharged and a new committee on 
medical economics appointed to carry on 
further study. The chairman of the House 
of Delegates at a special meeting at Lansing 
on July 12th was authorized to nominate a 
committee on medical economics to succeed 
the Committee on Survey of Health Agen- 
cies. Asa result, the personnel of the Sur- 
vey Committee was selected as the new com- 
mittee on medical economics. This commit- 
tee and the county sub-committees are al- 
ready conversant with the work to be done 
and have in their possession a large amount 
of unpublished material which can be util- 
zed for further investigation. 
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The Michigan State Medical Society is 
convinced that the practice of medicine in 
this or any American state is not a matter 
for state control. There should be no ques- 
tion in the minds of all reasonable persons 
but that the care of the indigent sick should 
be a community burden rather than a bur- 
den on the shoulders of any one profession 
or class. This means that funds should be 
provided out of the public treasury by tax- 
ation to reimburse physicians and hospitals 
for the medical care of those financially un- 
able to bear this expense. This does not 
mean that the profession should be under 
state control, any more than, at present, 
those who provide food, clothing and hous- 
ing are or should be under state control. If 
we are to take a lesson from the experience 
of European doctors, it should be that at all 
costs the autonomy of the medical profes- 
sion should be preserved. 


The integrity of the medical profession 
can be maintained only through organiza- 
tion and the vital unit in this organization 
must be the county society. 


Although it has been a strenuous year, 
I have enjoyed every minute of it. The 
year as president-elect affords admirable ex- 
perience (by way of observation) for the 
vear of the presidency. I have made numer- 
ous contacts and personal friends that I 
shall value as long aI live. It is a distinct 
honor which one cannot acknowledge lightly 
to be president of an organization such as 
the Michigan State Medical Society and he 
cannot but feel gratitude for the signal dis- 
tinction and honor conferred upon him. I 
only hope that I have in a measure merited 
the honor conferred upon me by the House 
of Delegates, two years ago. The past year 
has been a working year. The officials of the 
society as well as the House of Delegates 
and members have been alive, up and doing. 
This is as it should be. 


Never was there a time in the history of 
modern medicine when organization and 
singleness of purpose meant so much. 


Probably never before have the medical 
men of this state felt so keenly the varied 
challenges of the hour and probably too they 
have never been quite so ready to follow 
progressive leadership to the end that new 
ideas, new deals, new anything that holds 
a promise of human betterment is given a 
fair chance before the bar of public opinion 
of this state. And indeed this must continue 
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if America’s greatest asset is to remain fluid may soon take place in all lines of industria 


and undepressed to the end that recovery 


and economic activity. 





IMPORTANT LITTLE THINGS IN THE TREATMENT OF 
ANAL DISEASES 


LOUIS J. HIRSCHMAN, M.D., F.A.C.S.t 
DETROIT, MICHIGAN 


Interest in the diagnosis and treatment of diseases of the terminal portion of the alimen- 
tary canal has increased rapidly in the last few years. One will find some article deal- 
ing with diseases of the anus and rectum in almost any number of the leading medical 
journals of this and other countries. The number of physicians who are devoting their 
entire time to the study and treatment of diseases of the anus, rectum and colon is in- 
creasing by leaps and bounds. The interest taken in the diagnosis and treatment of the 
diseases of the anus, rectum and colon bymany members of the profession is also on 


the increase. No medical program or post- 
graduate course is complete unless a contri- 
bution dealing with the diagnosis and treat- 
ment of proctologic disease, in some phase, 
is included. 

Since the profession-at-large has been 
paying more attention to the early diag- 
nosis of malignant disease, the diagnosis 
and treatment of colitis and other affections 
of the large bowel and to the investigation 
of the various foci from which diseases of 
a more general and toxic character origi- 
nate, there has been a more genuine desire 
for more information on matters procto- 
logic. Since there has been an increasing 
amount of proctologic teaching in under- 
graduate medical schools, as well as a grad- 
ual increase in the number of hospitals de- 
voting special attention to interne teaching 
in proctology, the number of young prac- 
titioners entering the practice of medicine 
with a better knowledge of proctologic dis- 
eases is increasing to a gratifying extent. 

As a result of the growing interest of the 
profession in the treatment of diseases of 
the anus, rectum and colon, a large number 
of general practitioners and surgeons are 
caring for patients suffering from various 
proctologic diseases. General surgeons, par- 
ticularly of the younger generation, are 
evincing more interest in the technical de- 
tails of the medical and surgical treatment 
of the diseases of the anus and rectum, par- 
ticularly. 





+Dr. Hirschman is professor of proctology, Detroit College 
of Medicine and Surgery. He is a former president of the 


Michigan State Medical Society. 








Some of our professional brethren of an 
earlier vintage are still inclined to follow 
the methods of treatment laid down by sur- 
gical teachers whose dicta may have been 
the last word thirty or forty years ago, but 
past whom the procession has swept long 
ago. In order to assist those practitioners 
who are treating diseases of the anus and 
rectum, I have been requested to emphasize 
some of the little details which assist in 
making the examination and treatment of 
patients more comfortable and more satis- 
factory. 

In as much as the diseases affecting the 
anal canal are accompanied by much more 
pain and suffering of an acute character 
than those which affect the rectum and sig- 
moid, my remarks will be directed towards 
the consideration of those diseases which 
affect this region only. In as much as the 
principles of diagnosis and treatment of anal 
disease embrace many general principles ap- 
plicable to all diseases of this region, it will 
be seen that they may be applied with equal 
benefit to the diagnosis and treatment of 
any of them. 

The first contact of the physician with 
the patient suffering from an anal disease 
is very important. If the physician can con- 
duct a satisfactory and complete examina- 
tion of this canal with a minimum amount 
of discomfort or pain to the patient, he 
has progressed a long way toward the treat- 
ment of the patient who is suffering from 
a painful condition. 
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Here is an important field for the employ- 
ment of local anesthesia. It is our practice, 
when the patient has been placed in the left 
lateral position on the examining table, to 
insert a cotton-tipped applicator soaked in 
2% mnupercaine solution. In as much as 
one can usually ascertain from external in- 
spection on which wall of the anal canal 
the most painful lesion is located, the local 
anesthesia is placed in contact with this, with 
pressure directed towards the opposite wall. 
This is allowed to remain in situ five min- 
utes before any examination is attempted. 


In cases where it can be seen, on account 
of the sphincter spasm or the amount of 
visible ulceration, that even the insertion of 
a pledget or applicator would be uncom fort- 
able, local anesthesia by infiltration should 
be employed. We find that the injection of 
14% solution of novocaine around the pos- 
terior half of the anus and anal canal suf- 
fices to block the sphincteric nerves and al- 
lows relaxation of the sphincter, and a pain- 
less examination to be made. 


In some instances, it is important for the 
examiner to know the location of the most 
painful area, then digital examination with 
the little finger should be employed. The 
little finger is then inserted while the patient 
is asked to strain or bear down. The finger 
should be always supple, and never rigid. 
As the patient strains, the sphincters will 
relax, and the finger slowly enters. 


Considerable information can be secured 
by gently encircling the anal canal and the 
lower rectum with the little finger. If this 
does not cause much discomfort, the index 
finger can then be inserted and the condition 
of the entire rectal cavity can be ascertained. 
With the other hand on the patient’s abdo- 
men, a bimanual examination can be made 
which will give information as to the con- 
dition of the pelvic viscera and the per- 
ineum, bladder, seminal vesicles, and pros- 
tate as well. 


The insertion of the little finger first is 
advisable, because the difference of circum- 
ference of the little finger as compared with 
the index finger is often sufficient to make 
what would otherwise be a distressing pro- 
cedure, a very comfortable one. Too often 
a physician has been satisfied merely with 
a digital examination, and because he has 
not felt anything abnormal, has decided that 
there was no pathology present. 


It may be interpolated at this time that 
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it is very difficult in many cases even for an 
expert to actually feel an internal hemorr- 
hoid of considerable size. It is therefore 
urged that the other methods of examina- 
tion be used in addition to the digital ex- 
amination. 


In the determination of the presence, lo- 
cation, number, size and ramifications of 
perianal or perirectal fistulas, the injection 
of bismuth paste through an external open- 
ing, and roentgenological examination, em- 
ploying stereoscopic films, as well as man- 
ipulation of the parts under the fluoroscope, 
are essential procedures. Smears of ano- 
rectal discharges are often necessary for the 
bacteriological diagnosis of many diseases 
of the anus and rectum. 


In addition to smears, culture tubes should 
be innoculated from diseased crypts in as 
much as many patients suffering from re- 
mote symptoms have been found to have 
their foci of infection located in diseased 
crypts of .Morgagni. The surgical drain- 
age of these crypts and the administration 
of autogenous vaccine have assisted in re- 
lieving patients from arthritis, neuritis and 
other symptoms which were unrelieved by 
the removal of other foci in the body. 

An important matter for the attending 
physician to decide in the treatment of all 
diseases of the anus and rectum, is the se- 
lection of the indicated therapy. While it 
is true that the great majority of diseases 
involving the anus and rectum are perma- 
nently cured only after a surgical proce- 
dure, a great many patients can be tempo- 
rarily relieved by nonsurgical methods.’ 
Diseases such as pruritis ani, anal fissure. 
and rectal ulceration, moderate internal 
hemorrhoids, and uncomplicated prolapse 
can often be so relieved by local or non- 
operative measures, that the result is quite 
satisfactory, both to the patient and to the 
physician. Physical, economic, emotional or 
other considerations may have more weight 
ofttimes in making this decision than the 
therapy which the physician feels the condi- 
tion really demands. This is particularly true 
in the treatment of internal hemorrhoids, 
where many times the patient is absolutely 
unable to abstain from his daily vocation, 
and must be treated without hospitalization 
or absence from his business affairs. 

There is no form of sclerosing treatment 
of internal hemorrhoids that is a perma- 
nent cure except in the treatment of the 
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mildest type of uncomplicated internal hem- 
orrhoids. In the case of internal hemor- 
rhoids, it cannot be denied that there are 
several methods of actually destroying them 
in a permanent manner without the employ- 
ment of actual surgery. This destruction, 
however is accomplished at the cost of de- 
formity due to stenosis caused by faulty or 
excessive cicatrization caused by fibrosis, 
and sometimes necrosis. This necrosis may 
be produced by the use of escharotics, elec- 
tricity or the actual cautery. Hemorrhoids 
removed by such methods are in direct op- 
position to the following principle of tissue 
conservation which should be observed. 

The treatment of internal hemorrhoids by 
sclerosing methods short of necrosis has to 
be repeated at intervals of months and in 
some cases of years. Repeated courses of 
treatment in patients suffering from inter- 
nal hemorrhoids may keep the patient com- 
fortable but an absolute cure is rarely 
effected. 

An important point to remember in the 
surgical treatment of internal hemorrhoids 
is that of conservation of tissue. No hem- 
orrhoidectomy which contemplates the re- 
moval of anything more than the actual 
pathology, can be considered a proper hem- 
orrhoidectomy. 

The hemorrhoid itself is a tumor com- 
posed mainly of diseased veins. In as much 
as the removal and destruction of the bow- 
el lining results in cicatrical contraction with 
deformity and distortion, such a procedure 
cannot be classed as good, conservative sur- 
gery. On account of this unnecessary sac- 
rifice of mucous membrane, any form of 
clamp is contraindicated because all of the 
tissue, whether healthy or diseased, which 
is included in the bite of the clamp, must 
be entirely removed by excision or by the 
use of the cautery. It is very rare that a 
clamp can be put sufficiently well down to 
the base of the hemorrhoid to include all 
the pathology without catching up some of 
the sphincter fibers. A clamp operation, 
therefore, is necessarily a blind or improper 
operation. It is just as illogical to clamp 
and cut away the mucous membrane cover- 
ing a vascular tumor, which we know as an 
internal hemorrhoid, as it would be to use 
the same technic and cut away the skin cov- 
ering any vascular tumor of the arm or leg. 

In the surgical removal of internal hem- 
orrhoids, an important principle to be ob- 
served is the conservation of the blood sup- 
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ply, and the prevention of unnecessary 
operative hemorrhage. This can be accom- 
plished by the placing of an absorbably cat- 
gut ligature around the nutrient vessels of 
each hemorrhoid, just above and before they 
enter the hemorrhoid. Each of the three 
hemorrhoidal arteries and veins is treated 
in this manner by tying the vessels before 
they are incised. 

In exposing an internal hemorrhoid, an 
ellipse of mucous membrane, just large 
enough to account for its excess membrane 
covering, is removed. These incisions, as 
well as others in the anorectal canal, are 
made in a longitudinal direction or parallel 
to the long axis of the large bowel. The 
elliptical opening produced will expose the 
diseased vessel comprising the hemorrhoid. 
These can be then picked up with the thumb 
forceps and excised, and all varicose vessels 
down to the sphincter are removed, exposing 
the muscle in a manner not possible by the 
clamp or “blind operation.” By visualiz- 
ing the sphincter, one is able to avoid it, and 
not damage it. Sphincteric conservation is 
another principle of anorectal surgery. 

Particular stress should be laid upon the 
fact that dilatation or divulsion of the 


‘sphincter is never necessary as a step in any 


operation on the anus or rectum. If caudal 
or spinal anesthesia has been employed, the 
sphincters relax to their fullest extent and 
any indicated surgical operation can be per- 
formed with ease. Many cases of inconti- 
nence of feces have been caused by the un- 
necessary brutal force used to dilate the 
sphincter under general anesthesia. Often 
surgeons have been accused of injuring the 
sphincter muscle by some step of their oper- 
ation for hemorrhoids when the injury was 
really caused by tearing sphincter fibers un- 
wittingly when dilating or divulsing under 
general anesthesia. The amount of force 
necessary to overcome the natural resistence 
of these muscles, even when the patient is 
under the influence of a general anesthesia, 
is considerable and enough to tear muscle 
fibers. 

It is very important in anorectal surgery 
to abstain from the use of sutures in clos- 
ing mucous membrane wounds in this part 
of the body. In spite of our most advanced 
methods of sterilization, a perfectly sterile 
field in this region is practically impossible 
to secure. During the progress of the oper- 
ation, bacterially infected mucus is con- 
stantly secreted and comes in contact with 
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the wound. Any attempt to suture a wound 
in this region inevitably invites suppura- 
tion and defeats good and successful opera- 
tive results. This brings us to an important 
detail to observe in all anorectal surgery 
and that is drainage. 

Every wound made in the anorectal can- 
al must be carried down through the anal 
aperature to the perianal skin, as in the re- 
moval of all external hemorrhoids, as well 
as of hypertrophied folds. All incisions 
must be made radial to the orifice and par- 
alleling the radiating skin folds. 

No cups or pockets must be left at the 
outer extremity of any of these incisions. 
Every skin wound must taper to a point, so 
that the edges will agglutinate and heal prac- 
tically by first intention, if made properly 
and not sutured. The purse-string action of 
the external sphincter and the corrugator 
cutis ani muscle will tend to draw the wound 
edges together, so that suturing, while ab- 
solutely inadvisable, is seen to be entirely 
unnecessary. 

Another very important detail to be ob- 
served is the abstinence from that almost 
irresistible impulse to insert a tube, a pack 
or a tampon into the rectum after an oper- 
ation. The surgeon is tempted to do this 
to control hemorrhage, to provide drainage, 
or to keep the rectum and its muscles “in 
extension” during part of the healing proc- 
ess. 

If one is following the principle men- 
tioned above, viz.: to ligate before cutting, 
any sort of pack to control hemorrhage will 
be entirely unnecessary. If packing and 
tubes are inserted to provide drainage, this 
is only necessary if one cannot relax the 
sphincter under some sort of regional anes- 
thesia. The tube or pack acts as a foreign 
body, however, and induces earlier peristal- 
sis than is desired by either patient or phys- 
ician. 

Packing or tampons are employed by 
some surgeons to keep the rectal muscles “in 
extension.” This is also unnecessary and 
undesirable for the reason just mentioned. 
One secures such perfect relaxation through 
the employment of sacral or spinal anes- 
thesia, that the muscles relax to*an extent 
unbelievable until it has been actually ob- 
served by the surgeon. 


As soon as sensation returns to the parts, 
any material inserted into the rectum by the 
surgeon produces the same stimulus as a 
stool would do, and peristalsis with an un- 
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necessary and inexcusable amount of pain 
and suffering is thus produced. This has 
been proven by the author and others, by 
the employment of rectal tampons or pneu- 
matic dilatation of rubber bags inserted into 
the rectum, to induce peristalsis in the treat- 
ment of chronic atonic constipation. 

If you wish to provide drainage and pre- 
vent agglutination of opposing raw surfaces, 
a strip of rubber dam or gutta-percha tissue, 
not over one inch in width, may be inserted 
into the anal canal, and will remain without 
the patient being conscious of its presence. 

The question is often asked, “How do you 
keep the bowels locked up after a rectal op- 
eration and prevent them from moving for 
several days?” Our answer is that it is 
never necessary to lock up the bowels. If 
there is any one thing the bowels will not 
do after rectal operation, provided the peris- 
talsis is not stimulated by presence of for- 
eign material such as guaze or rubber tubes; 
it is to move without assistance. As a mat- 
ter of fact, in personal practice it is the cus- 
tom to administer large doses of mineral oil 
on the evening following the operation, and 
every evening thereafter, in order to facili- 
tate the bowel movements when it is desir- 
able to start the same. 

The use of drugs such as opium, bismuth, 
salol and the various tannates are of no 
avail as one can realize by the amount of 
bismuth or barium which is used in the ad- 
ministration of barium enemas in roentgen- 
ology. These enormous doses seldom have 
the effect of retarding peristalsis. 

The administration of mineral oil is oe 
chief value as a lubricant to facilitate the 
passage of the stools. In this postoperative 
use, it does render their contact with raw 
surfaces less irritating. Best results, how- 
ever, in the administration of mineral oil are 
achieved by the employment of one large 
dose at bed-time. Only too frequently the 
oil is mistakenly taken before meals as well 
as at night. If an inert and indigestible oil 
is administered just before food is taken, it 
it quite certain that food particles will be 
coated with an impervious film of oil and 
digestion retarded or prevented. That this 
does occur, is evidenced by the fact that so 
many patients object to mineral oil, because 
the digestion is disturbed, and they suffer 
from eructations of gas after they have 
taken the oil. 

Interrogation of these patients reveals one 
fact—that it is only when oil is administered 
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before meals that they are disturbed by the 
formation of gas. Patients who take oil at 
bedtime do not make this complaint. 

In the surgical treatment of fistula, either 
anal or rectal, there are several important 
details to be observed. In the first place the 
diagnosis should be made without ever in- 
serting a hard or inflexible probe or director. 
Through our roentgenological studies we 
have learned long ago that the straight or 
“goose quill” type of fistula is the exception 
rather than the rule. We know that most 
fistulas are either curved or tortuous, or that 
they consist of definite cavities, which com- 
municate with both mucous and cutaneous 
surfaces by means of channels much nar- 
rower than the parent cavity. 

Knowing this to be a fact, the insertion 
of a probe blindly into a fistulous opening 
results usually in the production of false or 
traumatic tracts. The surgeon who proceeds 
in this manner with a probe is traumatizing 
the patient and adding to his troubles. If a 
probe is deemed indispensable, only a soft 
annealed silver wire of the smallest caliber 
sufficient to enter the channel, should be 
used. 


Far better than a probe is the employment 


of bismuth or other opaque paste injected 
in a fluid state into the external opening of 
the fistula. If more than one external open- 
ing is present the bismuth paste will emerge 
from the other external openings as well as 
from the internal ones. Through an ano- 
scope the yellow bismuth paste can be seen 
at the point of location of the internal open- 
ing or openings. These will naturally be 
found at the site of one or more Morgag- 
nian crypts. The majority of these crypts 
are in the posterior quadrants. 


A paste is much better than a colored 
solution for diagnostic purposes, as the 
paste remains in situ and can be palpated as 
well as seen. Slight pressure on the paste 
filled cavity will cause the paste to be seen 
as it emerges from any of the openings. 


The stereoscopic radiographs of these 
fistulous tracts and cavities are made while 
the bismuth paste is in place. These films 
give a remarkably accurate picture of the 
size, location, direction, and relation of the 
fistulous tracts. 


After a diagnosis has been made, the 
question of treatment naturally presents it- 
self. The treatment of a fistula is of course 
governed by the type of fistula presenting 
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itself. Incomplete or “blind” fistulas, or 
those which have but one opening are some- 
times known as perianal or perirectal si- 
nuses, depending on the point of origin. 
Those with but an external opening are 
known as external sinuses, and those with 
but an internal opening, as internal sinuses. 
Those channels with both internal and ex- 
ternal openings are known as fistulas. 

An external sinus requires merely the en- 
largement of the opening so as to convert it 
from a bottle-shaped cavity to an open 
draining wound. Others will sometimes heal 
after the injection of bismuth paste. Most 
of _them, however, require incision or 
excision. 

Inasmuch as a fistula is the second stage 
of the disease which originates as an ab- 
scess, the prophylactic or abortive treatment 
of fistula is the immediate recognition and 
complete drainage of the abscess. 


Whenever this can be accomplished a 
fistula is prevented, providing that the start- 
ing point or focus of the infection is rec- 
ognized and removed. As has been stated 
above, the vast majority of fistulas originate 
in infection of the perianal crypts. Those 
which follow the occurrence and infection 
of a thrombotic hemorrhoid are purely ex- 
ternal in character. 


The appearance of a definite area of 
swelling, accompanied by marked tender- 
ness, pain and usually temperature is suf- 
ficient indication of the presence of an ab- 
scess of this character. 


An abscess should be punctured imme- 
diately on recognition, in order to relieve 
tension and prevent spontaneous rupture in 
an undesirable quarter. This puncture not 
only relieves tension, but by allowing the 
escape of a certain amount of pus relieves 
the patient’s pain, as well as preventing fur- 
ther spread or extension of the suppurative 
process. The patient should be informed, 
however, that the puncture is merely a tem- 
porary relief measure, and that the abscess 
must be operated upon within the next day 
or so in order to secure complete removal 
and drainage. An abscess which has been 
merely punctured will usually degenerate 
into an external sinus or so-called “blind 
fistula.” 


A very important detail of after-treat- 
ment in both abscesses and fistulas, is the 
avoidance of the use of gauze packing. As 
experience has taught us, gauze not only ir- 
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ritates tissues, but it actually prevents rapid 
healing. It acts as a foreign body and pro- 
duces a stimulus to the formation of an un- 
necessarily large amount of fibrous tissue 
produced in wound healing. 


In fistula operations where it has been 
found necessary to sever the external 
sphincter muscle, packing keeps the muscle 
ends apart and causes an overproduction of 
fibrous tissue between the cut ends of the 
muscle and induces partial, if not complete, 
incontinence. A plug of fibrous tissue pre- 
vents good muscle union. If all infected tis- 
sue is excised, all side channels removed and 
bleeding vesesl tied, clean raw wounds will 
remain where the abscess of fistulous cavi- 
ties were removed. 


In order to prevent agglutination of the 
skin or mucous surfaces, pieces of thin rub- 
ber dam or of gutta-percha tissue are insert- 
ed, to be removed in forty-eight hours. If 
no gauze has been packed against this tissue, 
it will be found that the cavities have de- 
creased from fifty to seventy-five per cent in 
size, and what seemed to be a deep wound 
has become a very shallow one. If all ab- 
scesses and fistulous wounds are saucerized 
by trimming back the overhanging edges 
of skin, the treatment of these wounds be- 
comes practically that of surface wounds, 
and healing without distortion or deformity 
is the result. 


When fistulous tracts undermine the 
sphincter muscle, a sure way to avoid incon- 
tinence is to incise the sphincter in two 
stages. At the time of operation incise one- 
half, using the upper half of the sprincter as 
a splint to the lower or severed portion, then 
encircle the remaining fibers with a loose 
loop of suture silk, which will be allowed to 
remain until the open half of the fistula is 
healed. The lower half, or that surrounded 
by the silk seton is removed at a later date, 
when anesthesia is produced by infiltrating 
the parts with a few drops of novocain so- 
lution. This technic insures fecal continence 
by not incising the entire sphincter at one 
time. 

If several fistulous tracts are present and 
undermine the sphincter they all should be 
injected with bismuth paste, and a silk su- 
ture drawn through each tract and loosely 
tied around the sphincter to remain as 
Crains and signposts to identify the location 
of each tract. Only one tract undermining 
ie sphincter is operated upon at each stage, 
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and this is allowed to heal completely before 
another tract, preferably opposite this one 
is treated in the same manner. 


By this method any number of fistulous 
tracts may be removed and the muscle sev- 
ered in its entirety in several locations, with- 
out in any way interfering with the normal 
function. Fecal incontinence, therefore, is a 
condition which should never follow a prop- 
erly performed operation—provided there 
has been no destruction of the muscle tissue 
by the disease or by trauma before the pa- 
tient comes under his physician’s obser- 
vation. 


In all diseased conditions of the anal ca- 
nal in which pain, and particularly spas- 
modic pain, is an important factor, physio- 
logic rest of the sphincters is an important 
consideration. This is particularly true 
when the patient is suffering from a fissure 
or an ulcer of the anal canal. 


In former days we were taught the way 
to produce this physiologic rest was by man- 
ual or instrumental divulsion of the sphinc- 
ter muscles under general anesthesia. . This 
means tearing of the sphincter fibers. It is 
true that tearing the sphincter muscle puts 
the muscle at rest, but in a brutal and un- 
surgical manner. It is much more logical, 
comfortable, and surgical to put this muscle 
at rest with local or caudal anesthesia by a 
simple incision at right angles to the sphinc- 
ter fibers. The injection of a two per cent 
novocain solution into the caudal canal or 
a one-half per cent solution posterior to the 
anal commissure so as to block the nerve 
supply of the sphincter, is sufficient to anes- 
thetize and relax the sphincter fibers. When 
anesthesia is produced, which occurs in a 
very few minutes, an incision across the 
sphincter muscle through the bed of the fis- 
sure or ulcer, and excision of the sentinel 
pile will be sufficient to secure rest, and heal- 
ing will immediately follow. 


A few other details governing the well- 
being and successful convalescence of pa- 
tients who have undergone anorectal opera- 
tions could be elaborated with profit. On 
account of the limitations of this paper we 
will have to be satisfied with the mere men- 
tion of them. 


One factor which is conducive to early 
convalescence, not only from the psychologi- 
cal standpoint, but from the benefit of the 
posture and improvement of circulation, is 
to encourage patients to sit up, to walk and 
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to defecate in a normal manner as soon as 
they are able to do so. 

By a proper supervision of the patient’s 
diet a soft, but formed, daily stool should 
be encouraged. A normally shaped stool of 
normal consistency is, after all, nature’s 
dilator. 

If both patient and physician will resist 
the impulse to indulge in saline or other ca- 
thartics, which produce irritating and fluid 
stools, we shall not hear so much about 
painful defecation and postoperative ste- 
nosis. 

The overindulgence in and abuse of en- 
emas, and particularly the use of soapsuds 
enemas, is to be strongly deprecated. 

A few important details in promoting the 
well-being and successful convalescence of 
patients who have undergone anorectal oper- 
ations will be briefly mentioned. The soon- 
er that a patient can sit up, walk and indulge 


Jour. M.S.M.S, 


in the normal use of the toilet, the better 
will be his circulation and the better his psy- 
chological viewpoint. 

The equalization of circulation and com- 
fort and relief afforded by hot sitz baths can 
best be described by the patients who are 
usually inclined to overdo this. 

It is the attention to the little details 
which avoid unnecessary pain and discom- 
fort to the patient on examination. A mini- 
mum amount of trauma during treatment 
and sympathetic and conscientious attention 
to the little details of postoperative comfort 
make for success in the treatment of pa- 
tients suffering from anal diseases just the 
same as in the treatment of diseased condi- 
tions affecting other parts of the body, and 
particularly those organs which cannot be 
put at rest. 
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MINIMIZING DISCOMFORT FOLLOWING LAPAROTOMY 
REPORT OF ONE HUNDRED CONSECUTIVE CASES 


LE MOYNE SNYDER, M.D.+ 
LANSING, MICHIGAN 


The subject of distention and gas pains is so frequently discussed by laymen and so 
rarely by surgeons that the question arises whether something cannot be done to alleviate 
a large part of postoperative distress. A survey of the current medical literature reveals 
very little on the topic and most of the recent surgical textbooks scarcely mention it. 
The few contributions which are found indicate that the problem is being attacked from 
widely divergent angles. Capelle and Fulde’ believe that postoperative pain is primarily 
due to trauma of the abdominal wall and have devised a unique method of keeping the 


incision anesthetized for five days follow- 
ing the operation. Potter and Mueller’ have 
employed injections of pituitary extract 
every four hours from the time of operation 
and continued them for a dozen or more 
doses to prevent intestinal distention. In 
actual practice, for years and even decades 
back, there has been very little change in the 
care of postoperative patients. The major 
reason for distention and gas pains is that 
the more or less routine treatment does not 
consider the normal function of the various 
parts of the digestive tract nor does it take 
into account the changes due to operation. 
The person about to undergo a laparotomy 
has good reason to dread the subsequent dis- 


*Dr. Snyder graduated from Harvard Medical School in 
1923. After an internship in the Fifth Avenue Hospital, 
New York, he served a year as resident surgeon of that in- 
stitution. Following a year at sea as ship surgeon, he has 
been practicing at Lansing, Michigan, where he is attending 
surgeon on the staffs of E. W. Sparrow and St. Lawrence 
Hospitals. 








tention but if the after-care is founded on a 
sound physiological basis, discomfort can 
be largely avoided. 


PHYSIOLOGY INVOLVED 


A few fundamental considerations are 
necessary in the intelligent care of these pa- 
tients. Kanavel and Koch’ have emphasized 
that rest, fluids and food are essential for 
prompt recovery after operation and that 
none of them can be dispensed with for 
twenty-four hours without definitely pro- 
longing the postoperative course. How- 
ever, one of the most important considera- 
tions is that of decreased motility of the in- 
testine due to the trauma caused by lapa- 
rotomy. It is necessary to bear in mind the 
nerve supply of the intestinal tract and its 
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control of peristalsis. To quote Sweet, 
“It is generally supposed that the motility 
of the intestine, which originates in the in- 
trinsic nerve plexuses in the walls of the 
stomach and intestine, is transferred either 
along the intrinsic nerves or from muscle 


cell to muscle cell. This mechanism alone 
results in activity of the alimentary canal of 
a mechanical regularity and rhythmicity. 
Under the influence of the extrinsic nerves, 
these contractions exhibit frequent changes 
in force and amplitude, and a coordination 
which permits the regulated activity of the 
bowel.” For years it has been known that 
opening the peritoneal cavity and admitting 
air is sufficient to produce an ileus lasting 
approximately twenty-four hours. The 
cause of this paralysis is not entirely certain 
but it is probably due to the stimulation of 
the sympathetic system which is inhibitory 
to the intestinal tract. Convincing proof of 
this is offered by the fact that either 
splanchnic or spinal anesthesia will release 
the inhibitory reflex in many cases of para- 
lytic ileus, thus allowing the intrinsic plex- 
uses of the intestinal wall to again become 
operative. The duration of the normal 
postoperative paralysis depends in large 
measure upon the amount of trauma to the 
peritoneum and the consequent sympathetic 
stimulation. 

Bearing this in mind, what is the physiol- 
ogy of distention? McIver, Benedict and 
Cline? demonstrated that in distention the 
gas may arise from three distinct sources, 
(1) the decomposition of intestinal con- 
tents, (2) the diffusion of blood gases into 
the intestinal lumen, and (3) atmospheric 
air which is admitted by swallowing. It is 
their opinion that the last is the most im- 
portant source of gas in postoperative dis- 
tention. Underlying this, however, the pri- 
mary factor is the loss of function of the 
small intestine and the severity of the dis- 
tention is in inverse proportion to the time 
before normal peristalsis is re-established. 
Roentgenologists® have called attention to 
the similar x-ray findings in acute intesti- 
nal obstruction and postoperative ileus. 
Immediately after an abdominal operation, 
the patient in many respects is actually suf- 
fering from intestinal obstruction. Both 
conditions are quickly followed by an ac- 
cumulation of gas and fluid in the small 
bowel. The cause of this series of events 
after laparotomy is that in addition to the 
paralysis of the bowel, the normal intestinal 
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contents are missing and are in many in- 
stances absent for several days. The result 
is an altered bacterial and chemical action in 
the small intestine resulting in faulty fer- 
mentation ‘and the production of gas as a 
by-product. The one natural stimulant to 
peristalsis, solid food, is absent. Conse- 
quently a vicious circle is set up by the 
presence of gas and air which cannot be 
moved. Under normal conditions, carbon 
dioxide is absorbed from the intestine in 
enormous quantities while air is scarcely ab- 
sorbed at all. As the inflation becomes pro- 
nounced the blood supply to the intestine is 
obstructed, with the result that gas absorp- 
tion is greatly reduced and the worse the 
distention becomes, the more favorable are 
conditions for gas formation. It is thus 
seen that the early use of solid food is neces- 
sary to provide the enzymes and bacteria of 
the small intestine a natural substance for 
normal digestion, and secondly to supply 
the small intestine with solid material to 
stimulate peristalsis. 


FACTORS IN POSTOPERATIVE DISCOMFORT 


Many procedures now in common use 
are in derogation of these physiological 
principles. The after-treatment of each pa- 
tient must be based upon the type of opera- 
tion and the pathology involved. However, 
in those situations not complicated by intes- 
tinal anastomoses or extensive peritonitis, it 
is possible to point out the steps which 
should be taken or avoided to restore early 
normal function of the digestive tract. 


Pre-operative Catharsis—While this is 
not employed as frequently as in former 
days, it is still in fairly common use and is 
mentioned here only to condemn it. It is 
an unnatural procedure which irritates and 
upsets the normal working of the entire in- 
testinal tract. Cutting’ believes pre-opera- 
tive catharsis to be bad because of the irri- 
tated condition of the bowel following its 
administration and also because of the in- 
ertia of the intestines which follows a pe- 
riod of hypermotility. The loss of material 
in the bowel leaves nothing to incite peri- 
staltic action and restore activity following 
the operation. 


An additional reason why this should not 
be employed is that it dehydrates the patient 
and makes conditions more favorable for 
the development of acidosis. Bird,’ Coller* 
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and others have pointed out the necessity of 
maintaining a high fluid balance immediate- 
ly following operation. A cathartic before 
operation inaugurates a series of events 
which are simply an added burden for the 
patient to overcome during convalescence. 

Peritoneal Trauma.—This has been men- 
tioned in a previous paragraph and is re- 
ferred to here because so much of it is un- 
necessary. A certain amount of injury is 
unavoidable, but such measures as the use 
of adequate incisions to avoid undue trac- 
tion on the peritoneum, the use of rubber 
tipped forceps whenever it is necessary to 
pick up the intestine, and the use of moist 
packs to prevent excessive drying and ex- 
posure all have the effect of minimizing this 
peritoneal shock. 

One procedure involving operative tech- 
nic is so common and is such a factor in 
causing postoperative discomfort that it 
merits mention. Reference is made to the 
routine of burying the appendix stump with 
the purse-string suture. It is a time honored 
procedure but one which when scrutinized 
from the physiological and_ pathological 
viewpoint is of questionable value. Many 
surgeons prefer to bury the appendix stump 
and if the cecum is easily mobilized and the 
appendix freely moveable, this maneuver 
has little or no effect on prolonging the 
postoperative ileus. Often, however, it 
cannot be done without considerable trac- 
tion upon the cecum and in such a case it is 
best not to attempt it. 

There are still other measures which 
have not been discussed, such as the use of 
amniotic fluid concentrate which to say the 
least looks promising. 

Administration of Fluids After Opera- 


tion.—Often the first request of the post- - 


operative patient is for a drink of water, 
particularly if the preoperative hypodermic 
contained atropin. Many surgeons restrict 
the use of liquids for the first twelve or 
twenty-four hours on the grounds that any- 
thing taken by mouth causes nausea, but 
careful observation will generally disclose 
that the postoperative use of liquids causes 
vomiting only where nausea is already pres- 
ent due to gastric irritation from the anes- 
thetic. This vomiting, which is usually more 
in the nature of a regurgitation, has the ef- 
fect of a gastric lavage with consequent re- 
lief to the patient. Except following opera- 
tions directly upon the stomach or intestine 
where obviously the taking of fluids by 
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mouth is contraindicated, warm water will 
be given freely immediately after operation 
and tea or broth added a few hours later. 

If it is necessary to give fluids in the form 
of saline or glucose after operation, they 
should be given subcutaneously and not by 
rectum. There are several reasons why re- 
tention enemas and rectal drips should not 
be employed in this stage. Normally, the 
absorption of fluids is limited almost en- 
tirely to the cecum and ascending colon. 
McNealy and Willems’ demonstrated that 
in all probability glucose is not absorbed in 
the colon at all. In addition, it must be 
remembered that the bowel at this stage is 
paralyzed and the injection of two or three 
quarts of fluid has the effect of overdis- 
tending and overstretching. The resultant 
irritation constitutes a factor tending to re- 
tard the early return of peristalsis. Inci- 
dentally, x-ray studies show with what ease 
the cecum is filled by barium enema. Partic- 
ularly in cases of appendectomy, is it good 
surgical practice to put a head of fluids 
against the site of the appendix stump al- 
most immediately after operation? The co- 
lon was designed for a specific purpose and 
the less its natural physiology is interrupted 
the less the patient is going to suffer. 

A properly given hypodermoclysis is 
more effective and painless. There are sev- 
eral considerations worth mentioning in the 
proper administration of subcutaneous 
fluids. In the first place, if the needle is di- 
rected toward a point low in the axilla, the 
absorption will be-as rapid and with less 
resulting soreness than if given under the 
breast. If a small wheal is made with novo- 
cain, the hypodermoclysis needle can be in- 
troduced painlessly and then if about half 
an ounce of the novocain solution is poured 
into the saline, the pain due to distention of 
the tissues will be eliminated. These are 
small points, to be sure, but they simply 
make the difference between an experience 
which is later recalled with horror and one 
which is usually entirely forgotten. 

Postoperative Feeding. — Twenty-four 
hours after returning from the operating 
room, the patient should be given a soft diet 
and encouraged to eat, followed at the end 
of the next twenty-four hours by increasing 
the nourishment to regular house diet. This 
early feeding is the most important single 
step in the prevention of distention and gas 
pains. At first one might think that the ad- 
ministration of solids so soon after an ap- 
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pendectomy would result in leakage or a 
hlow-out at the site of the appendiceal 
stump, but, paradoxical as it may seem, the 
avoidance of such a catastrophe is one of 
the principal reasons why it should be done. 
By the time food reaches the ileocecal valve, 
its physical consistency is about the same, 
regardless of whether it was solid or liquid 
when swallowed. It will be recalled that the 
natural ileus due to peritoneal shock has 
practically subsided at the end of twenty- 
four hours. At this stage the stomach and 
intestine need some mild stimulus to initiate 
peristalsis and the most natural substance to 
incite bowel action is solid food. In addi- 
tion, it provides the material for enzymic 
and bacterial action in the upper intestinal 
tract and consequently, faulty fermentation 
with gas production is avoided. Obviously 
there is less possibility of an accident at the 
site of the appendectomy with the bowel 
functioning normally than if it were para- 
lyzed and ballooned with gas. 

Role of Narcotics—What part should 
the use of morphia play in this program? 
There are few questions in surgery about 
which there is such a wide divergence of 
opinion. While it is true that experimen- 
tally morphin seems to stimulate peristalsis, 
it must be admitted that the total effect on 
man is definitely constipating. In addition 
to frequently causing nausea, Coburn’ has 
pointed out that the prolonged respiratory 
depression caused by narcotics increases the 
incidence of early postoperative pneumonia. 
After an experiment in which they used 
high and low morphin dosage, Paine, Carl- 
son and Wangensteen™* came to the conclu- 
sion that morphin dosage was not an im- 
portant factor in causing distention and gas 
pains. However, the amount which they 
considered low was nearly double the aver- 
age dosage used in the cases in the table 
following. 

The only indication for the postoperative 
use of morphia is to relieve pain and suffer- 
ing which cannot be easily alleviated by 
some other method. Too often the first and 
only thought in giving relief to an uncom- 
fortable patient is to administer repeated 
hypodermic injections when intelligent nurs- 
ing is all that is required. Such simple 
measures as changing position, elevating the 
knees upon pillows, gentle massage of the 
back and extremities will save many a nar- 
cotic injection. The reason for this attitude 
toward morphia is that its constipating ef- 
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fect is often one of the chief factors in 
establishing the vicious circle of distention, 
gas pains, morphia, distention, etc. Soon 
after operation the patient almost always 
requires an opiate and for the first twelve 
or eighteen hours it should not be withheld 
if necessary, but rarely are more than two 
injections required. The effect of the mor- 
phia is gone by the time that the ileus would 
naturally be subsiding so that peristalsis is 
not delayed. By the following dav when 
the patient is taking food and drink freely 
one of such simple combinations as aspirin 
and phenobarbital is all that is necessary to 
keep him perfectly comfortable. 


Urinary Retention.—Inability to void is 
so frequent after all types of abdominal op- 
erations that it is best to consider it as an 
incident rather than a complication of lap- 
arotomy. Surgical opinion is divded as to 
when catheterization should be employed and 
some hold the extreme view that a patient 
should be catheterized only as a last resort. 
The reasori for this opinion is that they be- 
lieve that cystitis and other infections of 
the urinary tract are frequently introduced 
by this means. Urologists now are quite in 
accord that the normal bladder is not easily 
infected. Kaufman*® writes that “it is the 
factor of residual urine or of overdistention 
that causes cystitis rather than catheteriza- 
tion per se.” Looking at the question from 
this standpoint, there is no reason why the 
patient suffering from bladder distention 
should not be catheterized at the end of 
twelve hours and as often afterwards as 
necessary. 

Postoperative Purge-—tThe giving of a 
dose of castor oil or other brisk laxative to 
a patient three or four days convalescent 
from a laparotomy has all the objections of 
the preoperative cathartic. It is not only un- 
necessary but it upsets normal intestinal ac- 
tion and is invariably followed by two or 
three days of constipation. In addition, 
catharsis is a tiring, distressing ordeal to 
which to subject anyone, especially a patient 
whose intestinal tract is just recovering 
from a major shock. 


On the day that house diet is instituted, 
the patient will be passing gas freely due 
to the fecal accumulation which normally 
would have been expelled during the two 
previous days and a low enema will now get 
rid of it with a minimum of discomfort. 
With the starting of house diet, two or three 
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drams of mineral oil after each meal will 
assist in Overcoming the natural obstipation 
due to lying in bed. 

If the above régime is carried out, the 
third or fourth postoperative day will find 
the patient with the entire alimentary tract 
functioning normally and the common post- 
operative purge would not only do no good 
but is definitely contra-indicated. 


TABLE AND COMMENT 


This particular phase of surgery does not 
lend itself easily to scientific control in the 
usual sense of the word. In order to show 
the result in unselected cases, the accom- 
panying table is based on 100 consecutive 
laparotomies. 


ANALYSIS OF 100 CONSECUTIVE 
LAPAROTOMIES 


. Structures Involved 
Appendix 
Inguinal canal sid 
Female pelvic organs 
Biliary tract 
Miscellaneous 

. Postoperative Course 
Deaths 
Smooth and uneventful 
Complications 

Wound sepsis 

Fecal fistula 

Pneumonia 

Typhoid 

Distention and gas pains 

. Postoperative Opiate Injections 

Greatest number per patient (1) 

‘Least number per patient (4) 

Average tor 100 cases.................-........-...... 
Average for 83 uncomplicated cases 

. Postoperative Hospital Days 

Greatest number per patient (1) 

Least number per patient (9) 

Average for 100 cases .. 11.06 
Average for 83 uncomplicated cases........ 8.63 














2.35 
1.95 





Under “miscellaneous” are grouped op- 
erations for such conditions as gunshot 
wounds, intussusception, Meckle’s diverticu- 
lum, peritoneal adhesions, subdiaphragmatic 
abscess, etc. 

One of the deaths occurred on the third 
day following the perforation of a typhoid 
ulcer and the other was twenty-hours after 
a traumatic abdominal perforation compli- 
cated by a fractured skull. By a “smooth 
and uneventful postoperative course” is 
meant that the patient had no complication 
and did not suffer discomfort great enough 
to warrant any measures for relief other 
than those indicated above in the routine 
treatment. Of the three cases of pneumonia, 
one developed on the second postoperative 
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day, another on the third and the most se- 
rious one, which nearly proved fatal, on the 
seventh. 

Of the six patients who suffered from 
distention and gas pains enough to require 
special attention, three were relieved by en- 
emas alone. One of these patients was a 
young man who had had an operation for bi- 
lateral hernia. While I was away, he was 
given four injections of morphia, at least 
two of which should have been avoided. 
Following this, he suffered quite severely 
from gas pains for two or three days. The 
other three patients were desperately sick 
at the time of operation. One, a short, 
heavy man with fulminating appendicitis re- 
quired both gastric lavage and enemas with 
pituitrin for relief. The other two patients 
were suffering from intestinal obstruction 
and had considerable distention at the time 
of operation. One of these also required en- 
emas with pituitrin, while the use of a Levin 
tube for one day was sufficient to relieve the 
other. 


SUMMARY 


1. To minimize postoperative discom- 
fort, it is essential to understand the normal 
physiology of the digestive tract and the 
changes produced by laparotomy. Most im- 
portant of these is the ileus lasting approxi- 
mately twenty-four hours, caused by peri- 
toneal shock. 

2. Those measures should be avoided 
which tend to prolong this ileus and the 
management directed towards promoting 
early peristaltic action. 

(a) Preoperative catharsis and fasting 
are to be avoided. 

(b) Peritoneal trauma is to be reduced to 


‘a minimum. 


(c) Fluids by mouth will be allowed as 
soon as the patient is conscious, and, if nec- 
essary, given by hypodermoclysis but not by 
rectum. 

(d) Twenty-four hours after operation 
the patient will be given a soft diet and the 
nourishment changed to regular house diet 
the following day. 

(e) Morphin will be given when the pa- 
tient cannot be made comfortable by other 
means but its use will be avoided if possible 
after the first twenty-four hours. 

(f) The patient suffering with bladder 
distention will be catheterized twelve hours 
after operation and as often later as nec- 
essary. 
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(g) Postoperative catharsis is contra- 
indicated. 

3. The results of this management in 
100 unselected cases is analyzed. Of this 
number 83 had a smooth and uneventful 
convalescence. There were 2 deaths and 15 
others suffered complications sufficient to 
prolong their hospitalization period. Of this 
number 6 suffered from distention and gas 
pains severe enough to require enemas or 
other measures for relief. 


1201 cITY NATIONAL BUILDING 
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STUDIES OF SKELETAL REMAINS OF INDIANS 


S. EDWARD SANDERSON, M.D.+ 
DETROIT, MICHIGAN 


In view of the fact that the orthopedists in recent time have been devoting much 
thought and study to certain forms -of spinal curvature (kyphosis) certain findings made 
in Indian skeletal material take on added interest. 

The condition belongs under a general classification of eniuestiaaai vertebral ‘bodies. 
Found in lateral x-ray studies of the dorsal spine, one or more bodies may be deformed 
and their upper or lower borders irregular. Skeletal study of either recent or ancient mate- 


rial unfolds the fine points for bone investiga tion. 


skeletons found near Detroit, and excavated 
by the author, during the past year, at least 
25 per cent were found to have vertebral 
bodies which were wedge shaped. In some 
only one would be affected: in others two 
or more. These were always dorsal verte- 
brae—mid-dorsal or lower dorsal. These 
skeletons are of prehistoric Indians judged 
to be of the Algonquin nation, Potawato- 
mies or Wyandottes. These people were 
both hunters and agriculturists, even in 
early times, and the women were the burden 
bearers. It is interesting to note that the 
deformity was not restricted to the female. 

Much discussion has arisen over the con- 
dition. This disease has been called “peas- 
ant’s back,” under the supposition that pos- 
ture during the growing age was an etiologi- 
cal factor. It is often called Kuemmel’s 
disease, and might be classed with recent 


*Dr. Sanderson holds the degree of M.D., Detroit College 
rid Medicine, 1896; practised General Medicine and Surgery 
til 1920, took postgraduate work in x-ray at 
fedical School, 1920, and now specializes in x-ray. 
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In an analysis of nearly thirty adult 








diseases rare and popular. Could we ask 
what if any effect does the “debutante 
slouch” have? At any rate, we know that 
ancient man was a sufferer and therefore 
we cannot claim that modern man has a 
monopoly on Kuemmel’s disease. 


EFFECTS OF HEAD BINDING 


From time unrecorded certain tribes of 
Indians have practiced head binding. Circu- 
lar cloth bands alone were used in some 
tribes, while others used boards either fron- 
tal or occipital. What effect did the practice 
have on form of skull and on function of 
brain? 

In my collection of skulls there is orie 
“bound head” (circular binding) of a South 
American Indian found in an ancient burial 
ground of the Andes Mountains. For com- 
parison I have also: a dry skull from the 
temple of Thebes (from the collection of 
the late Bela Hubbard), two Egyptian 
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mummy skulls and many local Indian skulls; 
I have also made a study (with x-rays) of 
the Philippino skulls of the University of 
Michigan Museum, collected by Dr. Guthe. 

With scores of x-ray studies of the living 
we can draw some conclusions. The bound 
skull is of thin, hard bone having pro- 
nounced air spaces: the key pattern is oval. 
This type we speak of as thyroid, posterior 
pituitary dominant. Skulls of this type have 
the characteristics spoken of, namely, thin, 
hard bone with pronounced air spaces, and 
as well each has a circular or deep oval sella 
with thin curved dorsum. In the bound head 
the bones at the base of the skull appear un- 
affected from the supra orbital ridge to the 
occipital prominence: the middle fossa and 
the posterior fossa are apparently un- 
changed. However, a marked flattening of 


Jour. M.S.M.S. 


the frontal bones is seen (2.5 to 4 cm.) with 
a corresponding pushing back of the coro- 
nary suture and a compensatory backward, 
upward curve of the contours of the parietal 
bones. In other words, the thin skull bones 
(frontal and parietal) are flattened or 
curved, while all others seem unaltered. 
There is also a shortening of the bitemporal 
diameter, making the brain case become pear 
shaped. 

From a dry skull it is impossible to de- 
termine interference with function. The 
brain of necessity would conform to the sur- 
rounding envelope of bone and would there- 
fore become pear shaped. All bone mark- 
ings indicate no soft tissue changes except 
altered relationship, so that the process of 
deformation leaves no evidence of brain 
injury. 





THE TREATMENT OF VARICOSE ULCER 


MILN C. HARVEY, M.B. (Tor.), F.R.C.S. (Edin.)¢ 
DETROIT, MICHIGAN 


During the past few years definite advancement has been made in the treatment of “leg 
ulcer” due to the more accurate knowledge of the underlying pathology. 
As the title of this paper indicates, only the varicose ulcer will be dealt with, as limited 


time does not permit otherwise. 


Ulcer cruris, or as more commonly known, varicose ulcer, may be one of the most 
severe and disabling pathological conditions of the lower extremity. In the past, crip- 
pling produced was occasionally so determinate, from the existence of a prolonged 


course, that amputation became necessary to 
remove the extensive morbidity and return 
the individual as a more or less useful mem- 
ber of society. Further, all will remember, 
in their early student days during the intro- 
duction to clinical surgery, that every well- 
organized out-patient department or dis- 
pensary held an afternoon clinic where these 
unfortunate patients were regular attend- 
ants, many for twenty-five years or longer. 
Heretofore, few varicose ulcers, relatively 
speaking, have been attended in private 
practice. It would appear as though people 
so afflicted and medical men avoided each 
other; which would seem sufficient proof 
that treatment was unsatisfactory. Now, 
however, the profession is gradually being 
consulted more and more for this condition. 


+Dr. Harvey after graduating from Toronto University 
Medical School studied in Edinburgh and in Vienna for 
several years before locating in Detroit. 








This is due to two factors: (1) Knowledge 
of success of cure becoming more wide- 


_spread amongst the laity; (2) increased pro- 


fessional interest. 

From the above, it is evident that the eco- 
nomic importance of this problem warrants 
our attention. 

Varicose ulceration is preceded and ac- 
companied by varicosities. With the exist- 
ence of the latter a reversed circulation in 
the saphenous system has been set up. The 
establishment of this condition is decidedly 
aided by gravitation and is markedly ag- 
gravated by it thereafter, so that vascular 
equilibrium does not prevail in the lower 
part of the leg when in the standing posi- 
tion. Thus is initiated an increased venous 
or hydrostatic pressure in these vessels. 
Due to this defective venous circulation, 
there are local blood chemistry changes, the 
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carbon dioxide content of the blood within skin, and a thinning out of the immediately 
the varices being measurably increased; the overlying integument 1s another factor fa- 
converse is true of the oxygen content, voring ulceration. 


which is markedly decreased. The effect of 











Fig. 1. (After De Takats) A, normal lower extremity. 
Arrows indicate direction of venous flow in deep and saph- 
enous systems. B, Trendelenburg positive. Requires ligation 
at highest point of reflux in saphenous system, followed by 
injections of varices. C, Trendelenburg doubly positive. 
Requires similar measures to B, plus radical surgery to se- 
cure the anastomotic branches. 


this local partial asphyxia on the contiguous 
tissues, induced by a combination of factors 
—increased venous pressure, damaged en- 
dothelial living and secondary lymphatic 
block, is manifested by increased cell per- 
meability. The existence of this latter 
causes excess plasma proteins, as fibrin, 
globulin and albumin. Consequently, due to 
this increased protein content of the venous 
blood, it would appear as prima facie evi- 
dence as having a definite bearing on the 
frequent observation of phlebitis, venous 
thrombosis and lymphatic stasis or obstruc- 
tion in varicose veins. Therefore, this ano- 
xeemia, together with local acidosis (reten- 
tion of CO, and other waste products, as 
lactic acid) explains the nutritional disturb- 
ances in the tissues, the slow healing of 
wounds, and the chronicity of ulcers in the 
lower extremities, the veins of which are 
varicosed. Further, this would prove the se- 
quence of the train of events leading to the 
complications such as edema, eczema and 
ulceration or periosteal thickening. 

The pressure of the dilated varix or vari- 
ces causes atrophy in the surrounding tis- 
sues. The structure to suffer most is the 





The immediate cause of tissue breakdown 








Fig. 2. Ligation: various steps. 


is often trivial, one of the following hap- 
penings being responsible: (1) embolism, 
from some nidus of infection, as teeth, ton- 
sils, hemorrhoids or furuncle, (2) trauma, 
and (3) pressure (as above indicated). 
The resultant necrosis sets up ulceration 
which is usually confined to the superficial 
cutaneous layers, but in the chronic states 
may increase in extent and depth, finally 
penetrating the entire dermis, eventually in- 
volving bone and there causing a reaction 
with the production of periosteal thicken- 
ing. The base of a varicose ulcer is cov- 
ered with edematous unhealthy-looking 
granulations ; the margin becomes sclerosed, 
thickened and cornified, due to fibrous tis- 
sue formation and the epithelium exhibits 
no sign of in-growth. The bacterial flora is 
insignificant and has nothing to do with the 
chronicity of varicose ulcers; it is purely a 
matter of hydraulics. 
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Once ulceration has ensued, permanent 
damage: has been wrought to the local cir- 
culation, and also especially to the cutaneous 
structures involved, by the initiation of a 


Fig. 3. 


Unna casing applied, after elevation of lower 
extremity. 


fibrosis making the area more vulnerable in 
the future. 

The skin of the lower part of the leg 
sooner-or later acquires a brown or brown- 
ish-black color. This is due to the deposit 
of pigment, consequent upon the escape and 
disintegration of red blood cells. 

Before outlining treatment in any given 
individual, certain positive or negative facts 
must be disclosed by clinical approach. The 
recognition of these factors have been fully 
discussed and hold equally true in this con- 
dition. At the risk of repetition though, we 
feel it essential to mention: (1) estimation 
of peripheral circulation, (2) adequate re- 
turn in the deep veins, (3) points of reflux 
and (4) to note the relative increase in 
venous pressure. In every varicose ulcer 
tributary varices leading both to and from 
the ulcer can be found. Some are invisible, 
many are visible, while others can only be 
detected as subcutaneous channels through 
the hard callous edema, by the finesse of ex- 
perienced tactile sensation. Some even deny 
their presence; nevertheless, the veins are 
there. 
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From the foregoing discussion, it would 
seem apparent that if the affected veins and 
varices were obliterated and external sup- 
port applied, upon the principle of counter- 
acting the effects of gravitation by means of 
equable pressure, then healing of the ulcer 
would promptly follow. Such a conclusion 
is justified and the essential feature of the 
therapy is, as Wright has pointed out: 
“Put the hydraulics right and the ulcer will 
take care of itself.” This is the efficient 


means of attack but refinements in surgical 
acumen must be developed since pitfalls 
await the unwary. 


- Ambulatory venous ligation is first car- 
ried out at the highest point and at all other 
site of reflux in order to relieve the hydro- 
static pressure. At the same sitting, the 
varices that are intimately concerned with 
the ulcer are injected with a sclerosing so- 
lution, preferably above and below the 
broken-down area in order to obliterate 
these useless vessels and thereby promote 
rapid healing. If you will, the ulcer-base 
may be cauterized and silver nitrate is rec- 
ommended; however, we feel this is un- 
necessary. The raised cornified rim or scle- 
rosed margin of the ulcer is removed by 
means of dissecting forceps, when a defi- 
nite depth of cleavage will be found and the 
layer peals off readily. 


Then comes the dressing of the ulcer and 
support of the leg. This is effected by the 
application of an Unna paste casing or cast 
extending from the base of the toes to im- 
mediately below the knee. This procedure 
should be carried out with the patient in the 
recumbent position, the affected limb being 
elevated and the heel resting on a support. 
The prevention of the discharge from the 
ulcer may seem at variance with current and 
accepted views, but it is also known that 
ulcers hermetically sealed heal more readily 
than when treated openly and with anti- 
septics. It is probable that the bacteriophage 
of d’Herelle is thus allowed to prosecute its 
curative force, which, by the way, is the 
rationale of the Orr method of treating 
osteomyelitis. The Unna dressings are at 
first replaced once weekly and at corre- 
spondingly longer intervals as healing pro- 
gresses. The patient is instructed to remove 
by means of soap and cold water any dis- 
charge which seeps through. In office prac- 
tice, the support of the leg may be facili- 
tated by the use of a zinc oxide rubber-base 








OctToBER, 1933 





spiral bandage which can be applied with a 


minimum of time and fuss. All round 
though, we have not found this article as 
eminently satisfactory as the Unna cast. 
In very large ulcers, skin grafting at suitable 
times is desirable. The hemoglobin is esti- 
mated, and no reliance placed merely on in- 
spection of the conjunctive, and when low, 
massive doses of iron are exhibited. 

It is important that the patient be up and 
about and to continue working. Probably 
the best form of recommended exercise to 
reduce the edema and promote circulation is 
cycling; next in order would be walking. 
A noteworthy fact, under this régime, is 
that the relief of pain and insomnia are 
pronounced from the first, which is a grati- 
fying feature, as many of these mortals 
have suffered the tortures and terrors of the 
damned. In our experience the average 
varicose ulcer met with, irrespective of 
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length of duration, can be healed solidly in 
six weeks. 
SUMMARY 


1. The signal advantage is that the 
treatment is ambulatory, obviating the loss 
of time from employment. 

2. Striking and brilliant results are be- 
ing regularly obtained. 

3. Each individual patient calls for 
clear-cut surgical judgment. 

4. We would stress the prevalence of 
varicose ulcer, and the intractability of the 
disease as heretofore regarded, as poignant- 
ly attracting attention to what is surely one 
of the most neglected diseases afflicting 
mankind. 

And, finally, it is thus seen that we can, 
with this method, rescue some of the dere- 
licts from what has been termed the “sur- 
gical dust heap.” 





THE USE OF BACTERIOPHAGE IN CERTAIN EYE DISEASES 


L. F. CARTER, M.D. 
DETROIT, MICHIGAN 


d’Herelle’s® discovery in 1916, of the phenomenon of bacteriophagy had the effect of 


setting to work scores of investigators and clinicians. 


So much has been written on the 


theory, origin, nature, and action of bacteriophage that in comparison, consideration of 
its therapeutic application seems to have been in the minority. To date, however, a suf- 
ficient amount of clinical data have been compiled by many investigators to cast aside all 
doubts as to its therapeutic value in certain types of dysentery, infections by the colon 


bacillus, stapylococcus and others. 

With the view to improvement of the fre- 
quently recurring circumscribed superficial 
marginal keratitides so frequently encoun- 
tered among the adult colored class of clinic 
patients, subcutaneous injection of bacterio- 
phage was instituted as a routine treatment. 
In the beginning it was used in conjunction 
with local treatment of the keratitis but 
later with the desire for a more specific test 
of its therapeutic value bacteriophage sub- 
cutaneously was used at the exclusion of all 
other treatment. The end-results were quite 
similar; in some spectacular recovery was 
noted and in others there was sufficient im- 
provement to warrant a thorough clinical 
trial over a long period of time. 

Later the similarity between circum- 
scribed superficial marginal keratitis in 





*Dr. Carter is a graduate of the University of Pennsyl- 
ania A.B.; M.D. 1924; special training in Massachusetts 


Eye and Ear Infirmary, 1925-26. He is on the staff of 


pe Receiving Hospital, Woman’s Hospital and North End 
Clinic. 
‘ine, 


He is clinical instructor, Detroit College of Medi- 








adults and phlyctenular keratitis in child- 
hood, as to racial characteristics, objective 
appearance, and subjective symptoms, sug- 
gested the rationale of the use of bacterio- 
phage in phlyctenular cases also. The appar- 
ent beneficial effects of bacteriophagy here 
again were demonstrated although less im- 
pressive, since phlyctenulosis has a tendency 
to spontaneous improvement. 

Other forms of keratitis (dendritic, ulcer 
of cornea, etc.), as well as a few other oph- 
thalmic conditions were similarly treated by 
bacteriophage subcutaneously with varying 
degrees of success (Table I). 

In this series of cases a polyvalent bac- 
teriophage, a combination of staphylococcus 
and colon bacillus phages prepared under 
the direction of N. W. Larkum of the State 
Department of Health at Lansing, Michi- 
gan, was used. 

Early in the use of the bacteriophage in 
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this series 1 c.c. was given subcutaneously 
in the upper arm and if no improvement was 
noted in three days a second injection was 
given. In infants and early childhood 0.5 c.c. 
injections were used, older children receiv- 
ing the usual adult dose. Later it was 
found necessary in some cases to repeat the 
injection several times. Since there was sel- 
dom more than a mild local reaction at the 
point of injection this treatment was rou- 
tinely stepped up to I c.c. every other day 
and in more severe or obstinate cases 1 c.c. 
every day. Occasionally in adults where 
there was none or only slight improvement 
after a series of injections of 1 c.c., several 
injections of 2 c.c. were given. 

This series of cases does not represent 
the entire number to whom phage treatment 
was administered, only those cases which 
were seen more than one time and upon 
whom some follow-up was possible were re- 
corded for obvious reasons to afford a check 
on the merit or demerit of the treatment. It 
should be borne in mind, however, that these 
were all free clinic patients and that most of 
those cases that failed to return after one 
visit did so possibly because they felt suffi- 
ciently improved as to regard a second visit 
unnecessary. 

The polyvalent or “stock” bacteriophage 
as used in this series, while theoretically not 
the ideal, yet from a practical point of view 
it must suffice since it would have been im- 
possible in the vast majority of cases to 1so- 
late the offending organisms and test them 
for phage lysis before instituting treatment. 
It is the opinion of Rice’ in reporting 90 per 
cent excellent results in 300 suppurative con- 
ditions that stock preparations (B. coli and 
various strains of staphylococci) were ap- 
parently as good, except in a few cases, as 
those specifically prepared. 

Gratia® found in the treatment of staphyl- 
ococcus infection that subcutaneous injec- 
tions at a distance from the lesion were 
equally as good as the local application of 
the phage. Injection, as against the local 
applications, was the method of choice in 
this series. The number and frequency of 
injections in no way seemed to increase the 
patient’s susceptibility to phage reaction nor 
in the absence of improvement was there 
any aggravation of the disease directly at- 
tributable to the phage treatment. In many 

‘ases an injection of 1 c.c. of bacteriophage 
was all that was required; however, the av- 
erage was 3 injections of 1 c.c. each. Very 
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probably, as shown by a large number of 
the cases in the early part of the series, 
many of the more recent cases receiving five 
to seven injections would have done equally 
well with one to three injections. Previous 
treatment of a case with bacteriophage did 
not protect against the recurrence of the 
condition. Seventeen recurrences were re- 
corded in this series, the response to bacte- 
riophage during the subsequent attacks be- 
ing similar, except in four cases, to that noted 
in the initial series of injections. Daily in- 
jections seemed to have little advantage over 
those given every other day and a case fail- 
ing to respond to 1 c.c. injections showed 
little change with 2 c.c. injections. 

While it is not proposed to set down here 
a lengthy discussion of the theory of bac- 
teriophage, some of the more likely possi- 
bilities of its action are: 

(1) A lytic agent capable of destroying 
the offending organisms (d’Herelle*). 

(2) A bacterial cultural filtrate, ‘“anti- 
virus,” containing a substance which inhib- 
its growth of the bacteria and is specifically 
antagonistic to its virus (Besredka’).. 

(3) Bacterial dissociation incited by the 
presence of the lytic agent with resulting al- 
teration in the virulence of the invading 
bacteria (Hadley°). 

(4) The effect of the stimulation of the 
tissues by peptone broth (Friedlander and 
Toomey*). 

(5) The action of the lysed soluble bac- 
teria protein in the solution (Arnold and 
Weiss’). 

Improvement in the subjective symptoms 
frequently occurred before the appearance 
of objective change in the lesion. In some 
cases there was lessening of the photophobia 
in a few hours and in many cases within a 
twelve-hour period. This might be ex- 
plained by the early destruction or neutrali- 
zation of the causative agents, whereas the 
reaction of the tissue to repair would of a 
necessity require a longer period of time. 
Occasionally a case would show some im- 
provement in the early course of treatment, 
only later to relapse or recur and fail to re- 
spond to the treatment. Here, as in those 
cases that showed no response whatever, it 
would be logical to assume that the phage 
used was not specific for the causative or- 
ganisms, that the organisms early developed 
into a phage resistant strain, or that the 
tissue destruction was of nutritional or 
metabolic rather than infectious origin. 
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TABLE II 
No. 1-4 5-7 | 8-14 
Diagnosis Cases days | days | days |3 wks. |4 wks. |8 wks. | Total | Some | None 
Phlyctenulosis 31 Marked] 16.1 | 25.1 6.4 | 6.4 90.2 
3.2 | 6.4 
Healed | 6.4 | 25.1 | 22.5] 9.8] 6.4] 3.2 | 74.1 
Marked} 29.2 | 19.5 | 7.4] 2.4 80.6 
Marginal Keratitis 41 9.7} 9.7 
Healed | 2.4 | 21.4 | 33.8] 4.8] 4.8 68.2 
Marked] 30. 6.6 | 3.3] 3.3 3.3 | 60.1 
Keratitis 30 13.3 | 26.6 
Healed 10. 16.6 | 16.6} 3.3 46.6 





















































Phlyctenulosis : 
Marginal Keratitis: 





Phlyctenular conjunctivitis, phlyctenular keratitis, phlyctenular kerato-conjunctivitis. 
Circumscribed superficial marginal keratitis. 


Keratitis: Corneal ulcer, dendritic and parenchymatous keratitis, keratitis in trachoma. 


The experience obtained from the treat- 
ment and observation of these 124 cases 
brings out both advantages and disadvan- 
tages in the use of bacteriophage. 

Advantages: 

1. Early relief of subjective symptoms, 
photophobia, lacrimation, etc. 

2. Marked improvement occurred in 
about one-third of the cases in one to four 
days and in the majority of the cases in one 
to seven days. 

3. Three-fourths of the cases recorded 
as “healed” fell within the period of one to 
fourteen days. 

4. Prompt response to bacteriophage 
after failing to respond to previous local 
treatment. 

Disadvantages: 

1. The inability to obtain cultures and 
lysis of the offending organism before insti- 
tuting treatment. 

2. Failure to protect against subsequent 
recurrence of the disease. 

3. Unequal response to treatment where 
there has been a recurrence of apparently 
the original pathology. 

4. Dissimilar results in similar cases. 

Many other conditions of the eye and its 


ococcus aureus and B. coli. The average 
dose was 1 c.c. subcutaneously for three in- 
jections every other day. In the majority of 
cases no other treatment was used. 


2. Of the three large groups (Table IT) 
phlyctenulosis (phlyctenular conjunctivitis, 
keratitis, and kerato-conjunctivitis) showed 
the largest percentage of marked improve- 
ment (90.2 per cent), of healed cases 
(74.1 per cent). 


3. Keratitis (dendritic, ulcer of cornea, 
etc.) produced the largest percentage of 
failures (26.6 per cent). 


4. About one-third of all the cases in 
these groups showed marked improvement 
in one to four days and three-fourths of 
the healed cases fell within the period of one 
to fourteen days. __ 

While so small a series of cases is not 
conclusive the percentage of improved and 
healed cases is far in excess of the failures. 
It is not suggested that bacteriophagy be 
used at the exclusion of other tried and 
good treatment, but as an additional pro- 
cedure to be used as an aid to the patient’s 
comfort and recovery. 
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contraction. 


SCOPOLAMINE DURING LABOR—DANIELS AND TAMBLYN 


SCOPOLAMINE ALONE FOR THE RELIEF OF PAIN 
DURING LABOR* 


LEWIS E. DANIELS, M.D., F.A.C.S., and F. W. TAMBLYN, M.D. 
DETROIT, MICHIGAN 


The ideal obstetric anesthetic is one which accomplishes the following results: 
1. It gives relief of plain during the first stage of labor without inhibiting uterine 









2. It gives relief of pain during the second stage of labor without inhibiting either 
uterine contraction or the secondary forces. 


3. It does not anesthetize nor narcotize the baby. There must be no deleterious effect 


upon the baby. 

In our search for an anesthetic which ac- 
complishes these three results, we have used 
the various agents—ether, nitrous oxide and 
oxygen, ethylene gas, morphine and magne- 
sium sulphate, morphine and scopolamine 
combined, colonic ether and sodium amytal. 
Each of these agents has its advantages, but 
they all appear to have a common disadvan- 
tage, namely—if sufficient amounts are 
used to give the mother relief, they also 
produce an anesthetic effect on the baby. 
There is nothing more distressing to the ob- 
stetrician than to deliver a narcotized or 
anesthetized baby which requires a_ half 
hour’s resuscitation before normal breath- 
ing begins. Scopolamine, in our opinion, 
has all the advantages without any impor- 
tant disadvantages. 

The principal disadvantage of twilight 
sleep as originally used was the large num- 
ber of narcotized babies produced. This 
condition was due entirely to morphine and 
not to scopolamine. 

The method used in this series, with 
slight variation, was that originated and 
employed by Doctor Bertha van Hoosen in 
1927, 

As soon as the patient is in definite la- 
bor with pains recurring every five minutes 
and the cervix is 2 to 3 cms. dilated, or be- 
ginning to dilate, the first injection of sco- 
polamine is given. One 1/100 of a grain is 
given every half hour for 3 doses, and then 
one 1/100 grain every two hours. After the 
first injection, the patient voids, the ears 
are plugged with cotton, the window shades 
are drawn. The relatives are instructed to 
stay out of the room and the sides of the 





*From the Department of Obstetrics, Woman’s Hospital, 











bed are drawn up or side-boards used to 
prevent the patient from getting out of bed. 
All noise, as far as possible, is eliminated 
and only necessary examinations made. The 
bladder is carefully watched for distention. 

At the first injection, the temperature is 
taken and the pulse is recorded with each 
injection. The final recording of the pulse 
is made by the anesthetist at the time of 
delivery. Scopolamine hydrobromide gr. 
1/100 is given to the patient every two 
hours and even though she may be ready for 
delivery, the dose is given. This is impor- 
tant since it may mean the difference be- 
tween a perfect and an imperfect result. 
There is very little in the literature con- 
cerning the use of scopolamine alone as an 
analgesic in obstetrics. Dr. van Hoosen’s 
article first appeared in Anesthetic-Analge- 
sia (May-June), 1928. 

Quoting from Dr. van Hoosen: 
_ “These advantages, shortening labor and decrease 
in the amount of blood lost post-partum, are cer- 
tainly very much to be desired, and would seem 
sufficient to attract the attention of obstetricians to 
scopolamine—narco anesthesia. But we have added 
to these advantages an anesthesia that may be safely 
prolonged for sufficient time to cover any delivery. 
(We have kept patients under this anesthesia for 
fifty-seven consecutive hours), and not only that but 
an anesthesia that combines perfect unconsciousness 
of the surroundings with increased activity of the 
involuntary muscles so necessary for the delivery 


of the parturient woman. It certainly gives the 
obstetrician an ideal anesthetic.” 


Jennings reported twenty-four cases in 
the British Medical Journal in 1929 in 
which the van Hoosen technic was followed 
and Asbury Summerville reported twenty- 
eight cases in the Canadian Medical Asso- 
ciation Journal in 1929. Both of these re- 
ports show excellent results with perfect 
amnesia in about 85 per cent of the cases. 
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In our series, we have studied 453 pa- 


tients of which 338 are primipare and 115 
are multipare. There were 138 staff pa- 
tients and 315 private patients, so that pa- 
tients from all walks of life are included in 
the series. While several members of the 
obstetric staff furnished about half of the 
patients in this study, there were altogether 
patients of sixty-two private physicians in- 
cluded. The age limit varies between fif- 
teen years and forty-three years. The 
length of labor varies from three hours to 
sixty-six and one-half hours, the average 
being eighteen hours and fifty minutes for 
primiparee and eleven hours for multiparze. 
Four cases of primiparze had labors of 
forty-nine, fifty-one, fifty-six, and sixty- 
six hours respectively, raising the average 
considerably. A good number were be- 
tween thirty and forty hours in labor. The 
average second stage for primipare was 
two hours and twenty-five minutes. The 
average second stage for multipare one 
hour. 


The blood pressure readings were ob- 
tained in 100 patients. In no case was there 
a dangerous fall in blood pressure or a 
marked elevation. Several cases of hyper- 
tension showed a drop of 30 to 40 milli- 
meters in systolic pressure during labor. 
One patient with pre-eclamptic toxemia had 
a blood pressure of 184/132 when scopo- 
lamine was started and just prior to delivery 
—the pressure was 155/112. Blood pres- 
sure readings were checked just before 
scopolamine was given—then after the third 
dose was given, and finally just before de- 
livery. After the three doses of scopola- 
mine are given, the blood pressure is 10-20 
m.m. lower but by the time the patient is 
ready for delivery, the blood pressure is up 
to normal or a little above what it had been. 
There were no dangerous falls in blood 
pressure post-partum. 

The pulse rate under scopolamine usually 
increases, but it may decrease. In 90 per 
cent of the patients, the pulse rate increased ; 
in 10 per cent it was decreased. In a few 
instances, it remained unchanged. The 
greatest increase in pulse rate was from 100 
to 160. The average increase was 22. 

After delivery, the pulse in practically 
every patient returned to normal within one 
hour, and the patient could be transferred 
to her room. In order to prolong analgesia 
and amnesia, morphine grs. ™% was given 
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with pituitrin as soon as the baby was born. 
The morphine aids in the slowing of the 
pulse also. In several patients, the pulse 
persisted above 100. In one, a young girl 
aged nineteen, low forceps delivery, eighteen 
hour labor, pulse persisted at 136 for twelve 
hours. Another patient had a pulse of 124 
for twenty-four hours. Another patient 
with cardiac disease had a pulse of 160 for 
twelve hours which gradually returned to 
below 100 in thirty-six hours. There was 
no apparent reason for the persistent high 
pulse in the first two cases mentioned. 


Blood loss for the whole series of 453 
patients averaged 240 c.c. estimated. There 
were sixteen patients who lost 500 c.c. each, 
eight of whom had spontaneous deliveries. 
There were six forceps deliveries in this 
group, two cesarean sections. All of these 
patients had either ether or nitrous oxide 
and oxygen during the second stage of 
labor. There were three patients who lost 
600 c.c. of blood. One lost 700, three lost 
800 and two lost 1,000 c.c. each. One pa- 
tient who lost 1,000 c.c. had a retained 
placenta following a twenty-two-hour labor. 


In none of the cases of postpartum hem- 
orrhage could the bleeding be attributed to 
the use of scopolamine. Each one of the 
patients had either ether or nitrous oxide 
and oxygen for the delivery. The smallest 
amount of blood loss was 50 c.c. In every 
instance, the condition of the mother 
throughout labor was good with one excep- 
tion in which there was evidence of shock 
present following a postpartum hemorrhage 
of 800 c.c. This patient had been in labor 
sixteen hours and was delivered with mid- 
forceps under nitrous oxide and oxygen 
anesthesia of forty-five minutes. She had 
had four 1/100 gr. doses of scopolamine. 

Patients under scopolamine must be in- 
duced to take fluids, and in most cases thev 
take them readily and seem to want them. 
If labor lasted over a period of forty-eight 
hours or more, intravenous-glucose solution 
was given. After the third hypodermic and 
more often after the second, the patient will 
go to sleep and wake up only with her pains. 
The face becomes flushed, the lips dry, the 
pupils are dilated and her hair more or less 
tousled. Many patients will lie rather 
quietly in bed, will moan a little or turn 
from side to side. Others become rather 
restless, sit up with their pains—cry out— 
roll from side to side, and when the pain is 
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over, they will go back to sleep. Several 
patients got out of bed, but no patient in- 
jured herself in any way. Many of them 
assume perfect knee-chest positions. Some 
will pick at imaginary things before them 
and nearly all will pick at the bed clothes. 
They often take off their gowns. They talk 
in a rapid, incoherent way of bridge games, 
about cooking and other housework, about 
color of wall paper. They mention refrig- 
erators, airplanes and speak of their hus- 
bands. To some, everything appears to 
have a vivid red color. Many of them have 
flight of ideas and it seems that their sub- 
conscious mind has gained control. 

In the delivery room, it is advisable to 
use a table which will secure the legs in 
comfortable leg holders and the hands are 
secured at the sides so that the sterile goods 
cannot be disturbed. We have a specially 
designed Restraint sheet which has been of 
great value in keeping the patient at the end 
of the table in position. This makes it un- 
necessary to use shoulder braces which be- 
come a source of danger to a patient who 
may thrash around on the table. The pa- 
tients are thus secured in position with but- 
tocks at the end of the table, the legs se- 
cured and the hands secured ready for either 
normal or operative delivery. The patients 
are always in proper position then for in- 
spection after delivery and any necessary 
repair work. 

Anesthesia—gas or ether was used in 
most cases, but many deliveries were done 
with no anesthesia other than scopolamine. 
Several low forceps and episiotomies were 
done with no anesthetic. One episiotomy 
was done under local, and it worked out 
fairly well. Several multiparze have been 
delivered without anesthesia. The patients 
are quite restless in some cases and have to 
be restrained. However, in several cases 
when patients had colds and no general 
anesthetic was deemed wise, scopolamine 
alone furnished complete amnesia and anal- 
gesia. The patient will resist anesthetics, 
and it is sometimes rather difficult to put 
the patient under ether. 


If inhalation anesthesia is given for the 
delivery, ether seems to be preferable to 
nitrous oxide and oxygen in that it has no 
apparent effect upon a baby whose mother 
is under scopolamine anesthesia. The 


amount of ether used in this series varied 
from 10 c.c. to 400 c.c., the average being 
about 100 c.c. 
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The effect of scopolamine upon the infant 
is rather striking. In the usual non-opera- 
tive case or a low forceps delivery, the baby 
is activated at birth. It appears to be stim- 
ulated and undoubtedly is from the effect 
of the scopolamine. Its color is usually 
pink and it crys immediately after birth. If 
cyanotic at birth, the color is very soon pink 
because of the quick response to external 
stimuli and the early breathing and sponta- 
neous cry. Muscle tone is nearly always 
excellent. In fact, the baby is rather tense. 
It is never narcotized unless an operative de- 
livery has been performed and an inhalation 
anesthesia has been used. Of the 453 babies 
born, 412 cried immediately upon birth and 
were in excellent condition. Thirty-three 
babies in this series required resuscitation 
and in most of these the operative procedure 
or inhalation anesthetic was responsible. 

Two resuscitations occurred following 
version and extraction. There were three 
resuscitations following manual rotation of 
the head, one of which had a fifty-nine hour 
labor. Two resuscitations occurred after 
hard forceps, the mothers receiving 7/100 
and 11/100 gr. scopolamine respectively. 
One resuscitation occurred in a baby whose 
head was pounding on the perineum for five 
hours. Four resuscitations occurred as fol- 
lows: One after an easy low forceps, one 
for no apparent reason, one after 19 hours 
normal labor, and the other after a thirty- 
seven-hour hard labor. 

There were eight stillbirths in the whole 
series of 453 babies. Two of these were 
monsters and two non-viable premature 
fetuses. The remaining four stillbirths 
were due to disporportion, two of which 
were breech extractions of large babies and 
one a version and extraction of an 11 
pound, 4 ounce baby after failure of Kei- 
land forceps in O.L.T. with high arrest of 
head. 

There were 235 normal deliveries, 164 
low forceps deliveries, thirty-one mid-for- 
ceps, one high forceps delivery. Ten 
breech extractions, six internal podalic ver- 
sions and extractions, and six cesarean sec- 
tions. The forceps deliveries include a 
rather large number of low perineal forceps 
which were done on staff patients as acad- 
emic forceps deliveries and a considerable 
number of prophylactic forceps by members 
of the hospital staff. Manual rotation of 
the head was performed seventeen times. 

The average dose of scopolamine was 
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5 1/100 gr. The smallest dosage given 
which resulted in complete amnesia was 
2 1/100 gr. and the largest dose used in this 
series was 21 1/100 gr. The twenty-one 
doses were used in a patient kept under 
scopolamine for forty hours. She entered 
the hospital in labor Saturday and was de- 
livered Monday. When she awoke she had 
lost a whole day. Hyosine hydrobromide 
was used in tablet form instead of the more 
expensive scopolamine in ampoules in the 
majority of staff and ward patients. The 
results did not differ from those with scopo- 
lamine. 


The amnesia and analgesia produced in 
this series was as follows: 349 patients or 
77 per cent had complete amnesia and anal- 
gesia and these patients remembered only 
two or three hypodermics, then became un- 
conscious and knew nothing of the labor 
or delivery. They woke up several hours 
after delivery to realize that the abdomen 
was flat and the baby born. 


Fifty-six patients or 12 per cent had al- 
most complete amnesia and good analgesia. 
They remembered two or three hypoder- 
mics, the trip to the delivery room or the 
ether mask and in most cases that was all. 
Thirty patients or 6% per cent had fair re- 
sults. These were patients who remembered 
considerable of what happened and their 
pains were only partially relieved. 


Eighteen patients had poor results or 
failed entirely to receive relief. They re- 
membered everything and the pains were 
severe. 


Some patients appear to have a greater 
tolerance for the drug than others, but in 
many of the failures, the hypodermics were 


not started until labor was well advanced : 


and the patient had suffered severe pain 
prior to the beginning of the treatment. 
Multiparze whose labors are short occasion- 
ally are too far advanced in labor at the 
time they reach the hospital to receive much 
relief. It requires about one hour to put a 
patient under scopolamine. One patient in 
her first labor of fifty-one hours developed 
a tolerance after the first ten doses of the 
sixteen were given and during the last 
twelve hours of the labor was perfectly ra- 
tional and remembered everything that hap- 
pened. This patient has since been deliv- 
ered a second time when she had a five and 
one-half hour labor and 4 1/100 gr. doses 


gave her complete amnesia and analgesia. 
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In three patients, labor seemed to be de- 
layed by the treatment. These patients 
were given scopolamine when pains were 
good and strong, and then the pains seemed 
to become weak. Scopolamine was stopped 
and pains again became severe. When 
scopolamine was again started the contrac- 
tions again became weaker. 

There were no undesirable results post- 
partum. ‘Temperatures were as normal as 
in other patients who had not had scopo- 
lamine. Some patients complained of sore- 
ness of the muscles 24 to 36 hours post- 
partum which was attributed to thrashing 
around in bed and to straining on the deliv- 
ery table. 

In addition to its effect on the central 
nervous system, that is the production of 
sleep, and a state of unconsciousness, we 
believe that scopolamine by its action on 
smooth muscle relaxes the cervix and a 
more rapid dilatation of the cervix ensues. 
Two cases are cited to illustrate this effect. 


A primipara, aged twenty-five, weight 100 pounds, 
with a generally contracted pelvis, but a small baby 
had been in good hard labor fourteen hours. The 
head was still high at station minus 2 and cervix 
dilated only 4 cms. Cesarean section was consid- 
ered, but it was decided that the patient be given 
a further trial of two or three hours under scopo- 
lamine. Scopolamine was started in the usual man- 
ner and the patient very shortly began to make 
progress and was delivered of a six pound baby 
spontaneously five hours after scopolamine was be- 
gun—the head rotating from an occiput right poste- 
rior position. 

Another primipara, aged thirty-four, large, heavy- 
boned woman, typical D.D.S. type with a large 
baby had been in labor eighteen hours—head still 
above the pelvic brim and cervix dilated 4 cms. 
Scopolamine was advised and started and patient 
delivered five and one-half hours later with low 
perineal forceps. This also was an occiput right 
posterior position which rotated spontaneously. 


We present the following case to show 
that scopolamine does not harm the baby 
even when given at more frequent intervals: 


A primipara, aged twenty-five, flat pelvis, large 
baby, went into labor with head floating. Scopola- 
mine started at 7:00 P. M. in usual manner, but 
after the initial three doses had been administered, 
by mistake the patient got scopolamine 1/100 gr. 
every hour for four more doses. This mistake was 
discovered at midnight and patient given 1/100 gr. 
every two hours from midnight until noon next day 
when she was delivered with Keilland forceps. Baby 
cried spontaneously and patient awoke at 7:00 P. M. 
not knowing baby was born—a complete amnesia of 
twenty-three hours. ; 


ADVANTAGES OF THIS METHOD 


1. It is easy to give and more sure than 
any drug given by mouth. 
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2. It is safe for both the mother and 
baby, babies being born in an excellent acti- 
vated condition in almost every case. 

3. It insures a painless labor in 85-90 
per cent of the cases. 

4. There are no bad after results to 
mother or child. 

5. It shortens labor. 


DISADVANTAGES 


Like all procedures, there are some dis- 
advantages, but they affect the doctor and 
nurses rather than the mother and her baby: 

1. Some patients are very restless and 
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this often causes considerable anxiety to the 
relatives. 


2. The patients must be restrained in 
order to maintain sterile technic. 


3. It takes from one-half hour to one 
hour to put the patient to sleep using this 
method. 


4. The patients occasionally try to get 
out of bed but they do not hurt themselves. 


5. Patients under scopolamine should 
have the constant attendance of a nurse, but 
this should be a requirement in every labor, 
in a well equipped maternity hospital. 





SURGERY IN GOITER 


JERRY M. JONES, M. D. 
BAY CITY, MICHIGAN 


The ordinary person harbors the fear that a tumor in any part of his body except his 


neck might “turn into something.” 


Many lives would he saved if this fear were shared 


by those having thyroid enlargements. Not only do the hyperplasias and the degeneration 
eventually shorten lives, but the matter of carcinoma is also of vital consideration. 

In discussing goiter so many classifications occur that it is imperative to give one spe- 
cific classification in order to facilitate a correct interpretation of the terminology and 


phraseology. 
the Michigan section. 


1. Colloid, the type predominating in adolescence. 
2. Adenoma. The adenomata are the commonest 
type of goiter in this section. Their classifica- 
tion depends on whether they are described for 
their pathological features or for their anatomical 
or surgical characteristics, such as size, location, 
cystic, colloid, degenerating, calcerous adenomata. 
The calcareous represents the final effort of na- 
ture to conquer the goiter disease, as MacCarty 
expresses it. 

Hyperplastic goiters (with increases in metabol- 
ism) with or without exophthalmos. 
Carcinomatous goiters. 

Acute or chronic inflammations, such as acute 
thyroiditis and syphilis. 


na & 


OF INTEREST IN THE LITERATURE OF 1931 


Pemberton mentions that 87 per cent of 
carcinomas of the thyroid develop on al- 
ready existing adenomata. 

Lahey simply describes and defines one 
type of adenoma, the substernal, as that in 
which the greatest diameter of an adenoma 
is below the top of the sternum. 

Charles Mayo, 2d states: “There is no 
casual relationship between the toxic goiter 
and the complicating disease.” This sub- 





*Dr. Jones graduated from the Michigan College of Medi- 
i City Samaritan Hos- 
He limits his practice to surgery. 


cine, 1896. He is chief of staff, Bay 
pital and the Jones Clinic. 


The following is a classification well suited to the cases commonly seen in 








stantiates the practice which we have fol- 
lowed in this clinic since 1919, of eliminat- 
ing focal infections, which we have ever 
since believed to be the etiologic factor in 
producing many of the toxic symptoms con- 
curring with “degenerating” toxic goiters. 

Parker significantly quotes Enderlen: 
‘The recurrence of goiter depends not only 
on the type of operation but on the type of 
gland.” This point is well made, for it has 
been our experience that a recurrence ap- 
pears most frequently in those cases where 
there have been innumerable adenomata of 
all sizes. 

C. H. Mayo has often remarked in his 
clinics that “the majority of these women 
come for operation because of the size of 
the goiter.” It is indeed fortunate that the 
disfigurement of the external swelling in- 
duces many people to come for operation 
before the goiter “turns into something.” 
There is the occasional development of a 
carcinoma in a goiter. In the adenomata, 
after degeneration, and in hyperplasia of the 
thyroid, there is the ever present contin- 
gency of cardiac damage. 

The mortality in goiter cases is inversely 
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proportional to the intelligence of the com- 
munity, for when education shows the dan- 


Fig. 1. Line of incision higher and there- 
fore slightly shorter than ordinarily made 
by standard Kocher technic. 






ger of neglect and the advantage of proper 
treatment and surgery it is evident that sub- 
sequent damage to the remote organs can be 
controlled. 

In this series of 515 consecutive operative 
cases of every type which have come to our 
clinic the mortality was less than 1 per cent. 
The fact that many of these patients had 
come for treatment several years after seri- 
ous complications had ensued was not always 
their:own fault, since they so often came 
from localities where the modern methods 
of treatment were not known, or carcinoma 
had already developed by the time they first 
consulted their family physician. 

One point worth bearing in mind is this: 
Carcinoma of the thyroid attacks one por- 
tion first such as one lobe or the isthmus and 
within six months may assume the size and 
shape of a dill pickle (10 cm. or 4 in.). 
Metastasis in the spine and chest should be 
considered and determined by the x-ray in 
suspected cases. 


PREPARATION 


In the hyperplastic cases the routine treat- 
ment of giving iodine with potassium iodine 
(Lugol’s solution, 10 to 60 minims daily) 
for ten days prior to operation, as first sug- 
gested by Plummer, has proven of great 
value. It can also be stated that the con- 
tinuation of this treatment for a necessary 
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number of months after operation is valu- 
able in checking hyperthyroidism. 


Fig. 2. In applying the haemostatic forceps to the sterno- 
hyoid muscles according to the technic described, the lower 
at A is applied first, pushing it through the deep fascia. 
Second, the forceps at B are likewise applied and above 
the other. The sterno-hyoid muscles may now be cut 
between the forceps and each segment retracted from the 
field of operation. 





SPECIAL TREATMENT AFTER OPERATION 


The standard practice of giving small ef- 
fective doses of morphine and one or more 
of atrophine during the first twenty-four or 
forty-eight hours, and the additional use of 
ice bags with or without morphine if the 
temperature rises above 101 degrees, aids 
greatly in the relief of bronchial secretion 
and general restlessness, practically assuring 
the patient a calm postoperative recovery. 


RECENT IMPROVEMENTS IN TECHNIC 


In the days when dresses were fitted with 
high collars it became the custom to make a 
low incision. But now, since the entire neck 
is disclosed, a higher yet shorter incision 
can be made over the middle and more slen- 
der part of the neck; a slight necklace will 
hide the incision during the first few months 
until the scar resumes the normal color of 
the skin. The location of “the necklace 
line” is readily learned by the surgeon (Fig. 
1). 

In any operation, exposure is the factor 
which makes the work easy or difficult. Ex- 
posure is greatly facilitated by giving spe- 
cial attention to the manner in which the 
muscles in the front of the neck are turned 
back. 

The method illustrated in Figures 2, 3, 4 
shows a technic whereby the handles of the 
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forceps which grasp the sternohyoid muscles 
are kept out of the field of operation by in- 
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ments in technic. Better exposure gives bet- 


ter results. 


The method shown improves 





Fig. 3. Reproduction of a photograph, retouched to bring 
out the advantages of exposure with all the handles of the 
forceps turned away from the field of operation. 


troducing them from the sides instead of 
from the center line, as ordinarily practiced. 


The remainder of the operation is done 
after standard technic, using due care at the 
poles of the gland to introduce all sutures, 
for hemostatic purposes, parallel to the in- 
ferior (recurrent) laryngeal nerves (sub- 
stantially vertically) in order to avoid their 
inclusion in the suture. Forceps at that site 
are applied with a vertical bite for a similar 
reason. The posterior portions of the gland 
(“capsule”) are not encroached upon to 
minimize injury to the parathyroid glandu- 
lar tissue. Exposure of the trachea with 
resulting damage to its circulation, causing 
exudative tracheitis, is easily avoided by 
leaving some glandular tissue present at that 
site. 


SUMMARY 


A description is given of a variation of 
technic for thyroidectomy with observation 
on the different types of goiter in which it 
has been used; likewise the technic of 
higher, shorter incision and that of applying 
the muscular hemostatic forceps with the 
handles extending laterally out of the way. 


CONCLUSIONS 


It is desirable to increase further the fac- 
tor of safety in thyroidectomy by improve- 


Fig. 4. Reproduction of a photograph retouched to show 
the advantages of technic described: a well exposed field. 





early ap- 


showing 
pearance ‘and level of wound while pink 
line of healing is still visible (eighth day). 


Fig. 5. Photograph 


the exposure in this already highly perfected 
operation, thyroidectomy, which will there- 
fore accrue to the benefit of the patient, the 
all-important consideration. 


BIBLIOGRAPHY 


1. Lahey, bg H.: Surgical management of intrathoracic 
goiter, S. G. O., 53: no. 3 (Sept.) 1931. 

2. Mayo, Plaies 3d.: The importance of toxic goiter com- 
plicating or complicated by other conditions requiring sur- 
gical interference. Minn. Med., 14:254, (March) 1931. 

3. Parker, Morris L.: Technic of thyroidectomy. S."GarG, 


52:238-44, (Feb.) 1931. 
4, Pemberton, J. de J.: Report of surgery of the thyroid 
gland and ‘spleen for 1930. Proc. of the Staff Meeting of 
the Mayo Clinic, 6:151, 


(March 11) 1931. 





MICHIGAN’S DEPARTMENT OF HEALTH 


Jour. M.S.M.S. 


MICHIGAN’S DEPARTMENT OF HEALTH 


C. C. SLEMONS, M.D., Dr.P.H., Commissioner 
LANSING, MICHIGAN 


TYPHOID FEVER OUTBREAKS 


August and September are recognized as 
the usual peak months for the seasonal in- 
cidence of typhoid fever. The reported 
cases this year have been well below the in- 
cidence of last year and no outbreaks oc- 
curred until August. During that month 
three outbreaks in widely separated areas 
came to the attention of the State Health 
Department. 

The first outbreak to be learned of oc- 
curred in Barry County. There were ap- 
proximately 12 cases, all among a group of 
people who had formed the custom of meet- 
ing weekly—alternating at the homes of the 
various members. It appears evident that 
some article of food was the mode of trans- 
mission although as yet neither the mode 
nor the source have been definitely estab- 
lished. 

The next outbreak to occur was in the 
cities of Alma and St. Louis. Here the fact 
was soon established that milk from a cer- 
tain dealer had been contaminated by a car- 
rier in the person of an employee who had 
recently come to the dairy farm. A total of 
seven cases of typhoid fever has been re- 
ported as a result. It is needless to say that 
the milk in question was not pasteurized. 

The third outbreak occurred in Monroe 
and a nearby community along the shore of 
Lake Erie. Here again milk was the mode 
of transmission and the evidence soon point- 
ed to milk from one farmer. This farmer 
had sold part of his milk retail in the vicin- 
ity of his home to neighbors and those in 
cottages vacationing on the beach. The rest 
of his milk had gone through the regular 
channels to a dealer in Monroe who collect- 
ed milk from nine other producers and re- 


tailed raw. This outbreak accounted for at 
least twenty-five cases, all of which gave a 
history of using milk either directly from 
the producer in question or the dealer who 
took his surplus milk. This milk supply was 
cut off as soon as suspicioned and the dealer 
resumed his trade with pasteurized milk 
after eliminating the producer whose milk 
had evidently borne the infection. 

The source of the Monroe outbreak has 
not been definitely established at the time of 
this writing but it is thought to be due to 
one of two persons who had had typhoid 
about one month previous to the outbreak 
and are related to the producer in question. 

These three outbreaks, two of which are 
milk-borne, again emphasize the oft repeat- 
ed warning that pasteurized milk is safest 
and that typhoid as we now find it is largely 
the result of carriers contaminating milk or 
other food supplies. 

i 2 &. 


DIPHTHERIA CASES 


Diphtheria continues its trend of the last 
three months. Although the number of 
cases reported is much below the last five 
years’ average, it has persisted now for some 
time at a level somewhat above last year’s 
low record. 


LABORATORY SERVICE 


The discontinuance of the Kahn test, 
made necessary by the curtailment in budget 
of the Department, has apparently given 
rise to some misunderstanding. The De- 
partment has not discontinued diagnostic 
laboratory service for the control of com- 
municable diseases, with the exception of 
serum diagnosis of syphilis. Other service 
is available as in the past. 
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THE PRESIDENT OF THE MICH- 
IGAN STATE MEDICAL SOCIETY 


The annual meeting of the Michigan 
State Medical Society almost invariably held 
in September, witnesses a change of presi- 
dent. As is well known the President of 
the Michigan State Medical Society is 
elected by the House of Delegates. This 














Dr. GrorcE LEFEvrRE, MUSKEGON, PRESIDENT OF THE 
MicuicAN State Mepicat Society For 1933-34 


was not always the custom. Up to within 
recent years the president was elected by 
the members at large. Theoretically, and 
practically too, the recent vogue has its ad- 
vantages. .The president serves a year as 
president-elect, during which time he has 
ample opportunity to observe and study the 
policies of the Society before assuming the 
actual responsibility of office. 

Dr. J. M. Robb, whose term of office has 
just expired, retires with the universal grati- 
tude of the Society for his untiring efforts 
in its behalf. He has proven himself a per- 
sistent and courageous official who has occu- 
pied the position during what, let us hope, is 
the most trying year in the history of medi- 
cine in Michigan. There is at present a 
buoyant optimism that has cast behind any 
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semblance of despair and has replaced it by 
a hope for better times. 

Dr. George LeFevre, the new president, 
assumes office not only after his year as 


Dr. LeFevre may rest assured that he 
has behind him the moral support and con- 
fidence of the entire Michigan State Medical 
Society. 








DR. RICHARD R. SMITH, 
PRESIDENT-ELECT 


At the 113th annual meeting of the Mich- 
igan State Medical Society held at Grand 
Rapids, September 11 to September 14, Dr. 
Richard R. Smith, of Grand Rapids, was 
elected to the position of president-elect. 
The choice is unquestionably a wise one. 
Dr. Smith is widely and favorably known 
throughout the state, not only as a surgeon 
but as a regent* of the University of Michi- 













Dr. J. M. Ross, Detroit, RETIRING PRESIDENT OF THE 
MicHIGAN State Mepicat Society, 1932-33 


president-elect but after years of service on 
the Council of the Society. Commenting 
on the choice of president-elect by the House 
of Delegates a vear ago the JOURNAL pre- 
sented the following introduction of Dr. 
LeFevre which we here repeat: 


“Dr. George LeFevre of Muskegon was chosen 
president-elect of the Michigan State Medical So- 
ciety by the House of Delegates at the 112th Annual 
meeting. The choice is a happy one. Dr. LeFevre 
has been a member of his county and state medical 
society since his graduation in 1891, when he located 
in Muskegon. He was at one time president of the 
Muskegon County Medical Society. For the past 
nine years he has been councillor of the eleventh 
district. The Michigan State Board of Registration 
in Medicine, of which he was a member, elected him 
chairman for sixteen years successively. For the 
past twenty years the new president-elect has con- 
fined his practice to surgery. With him are asso- 
ciated two sons, Dry. Louis, a graduate of the Uni- 
versity of Pennsylvania, and Dr. William, of the 
University of Michigan Medical School. Dr. Le 
Fevre’s interests have extended beyond his profes- 
sion. He is also chairman of the board of the 
Hackley Union National Bank. When the time 
comes a year hence to assume the duties of office, 
he will perform them with ability resulting from 
many years’ intimate experience in the medical af- 
fairs of the state and its educational institutions, 
as well as happy contact with the medical profession 
of Michigan.” 










































Dr. RicHARD R. SMITH, GRAND RApips, PRESIDENT- 
ELECT OF THE MICHIGAN STATE MEDICAL SOCIETY 


gan, to which position he was appointed to 
succeed the late Dr. W. H. Sawyer, in May 
of 1931. 

Dr. Smith was born in Grand Rapids. He 
received his early education in the schools 
of his native city, and at Phillips Academy, 
Andover, Massachusetts. Following this 
academic training he attended the Univer- 





*See JourNAL of the Michigan State Medical Society, Vol. 
XXX, 1931, page 467, for editorial comment on Dr. Smith’s 
appointment as Regent of the University of Michigan. 
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sity of Michigan, where he was graduated 
in 1892. He practiced for three years in 
Houghton County, after which he pursued 
post-graduate work in medicine in Vienna 
and at the medical centers in Germany. He 
has practiced in Grand Rapids since 1897. 





LAW AND MEDICINE 


There recently appeared a report by a 
special committee of the Michigan State 
Bar Association that contained some rather 
significant matter of interest to those out- 
side as well as within the legal profession. 
On the question as to whether too many per- 
sons are admitted to the practice of law in 
Michigan, the report says: 

“The question is important not merelv because an 
excess of lawyers will unfavorably affect the eco- 
nomic condition of members of the bar but. be- 
cause an excess must necessarily result in failure 
of many to earn a decent living and to practice law 
in the right manner. 

“Tt is indubitable that if there are too many mem- 
bers of the bar, the competition for business be- 
comes so keen that those with little moral resistance 
are apt to yield to temptation to achieve financial 
success by dovbtful means. The strain falls heavily 


upon the younger members of the bar who are still 
fighting for a foothold.” 


There is a certain parallel in the case of 
medicine, with this difference: there is a 
tendency for the lawyer who obtains his le- 
gal training in a certain state to remain 
there. While there is a certain universality 
in the principles of law, particularly what is 
known as common law, each state has its 
own statutes, an acquaintance with which 
is necessary to the practicing lawyer. Medi- 
cine is more cosmopolitan. A doctor edu- 
cated in Michigan could practice so far as 
his science is concerned in England, France 
or in Timbucktoo. 

Again. Some countries, notably France, 
are said to limit the number of doctors to 
the needs of the people. In America, par- 
ticularly in Michigan, there is not a plethora 
of doctors so much as inadequacy of distri- 
bution, according to the recent survey made, 
that raises a problem. There is another dif- 
ference between law and medicine. We are 
told that in law, by and large, not more than 
50 per cent take the course with the object 
of practicing law; everyone who goes 
through for medicine does so with the ob- 
ject of making it a life work. 

The legal report mentioned, states that 
where there are too many members of the 
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Bar, “the competition for business becomes 
so keen that those with little moral resis- 
tance are apt to yield to temptation to 
achieve financial success by doubtful 
means.” This is very unfortunate. Far bet- 
ter if a person finds himself maladjusted for 
any calling he should seek some other means 
of livelihood. 


’ 





THE MEDICAL JOURNAL 


Within the past four or five months this 
JOURNAL, along with many other medical 
and lay publications, has had to tighten its 
belt. A comparatively small portion of the 
fees of the society goes into the production 
of the JouRNAL. The amount appropriated 
from the annual membership fee for the 
subscription would scarcely more than cover 
the cost of the blank paper. The chief 
source of revenue, of course, is advertising. 
We might add that the policy of the Jour- 
NAL has been to include a select number of 
firms whase products are worthy of the 
patronage of the profession. We will be 


pardoned for expressing the opinion that 
the best form of advertising is through some 
medium such as this JOURNAL which is more 
to be preferred, from the physician’s point 


of view at least, to litering up his desk and 
eventually filling his wastepaper basket with 
the volume of third class mail that reaches 
him each morning. We feel that the Jour- 
NAL is rendering a service to the profession 
by making the selection of advertising mat- 
ter which appears in it from month to month 
and in return the profession would not only 
benefit by patronizing the advertisers but 
would advance the interests of this JOURNAL 
as well which is their own collective prop- 
erty. 

While the number of printed pages of 
the JouRNAL has decreased, the demand 
for space on the part of would-be contribu- 
tors is definitely on the increase. With the 
demand for space on the increase and the 
amount of available space much diminished, 
condensation should be the order of the day. 
It is almost needless to say that it takes a 
great deal more skill and mastery of the 
subject to produce a short paper than it 
does a lengthy one. The short paper, how- 
ever has the advantage of a greater num- 
ber of probable readers. If writers would 
practice the art of brevity the result would 
be a greater variety of papers and a much 
more interesting JOURNAL. 
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THE VALUE OF ORGANIZATION 


At the opening of the new medical year 
it seems apropos to stress a very important 
idea in the life of the medical society, name- 
ly, the necessity of greater cohesion. The 
depression has had the effect of a centrifu- 
gal force causing many to lose their con- 
tact with organized medicine. The very 
existence of the individual doctor is threat- 
ened by such a course. Without medical 
centralization as physicians we are mere 
skirmishers in the warfare against disease 
and unprotected so far as our professional 
selves are concerned. Much has been said 
and written of late on the social and eco- 
nomic aspects of medicine. In our own 
state an exhaustive study has been in prog- 
ress over two years resulting in a very com- 
plete survey of medical and health agencies 
(We shall have more to say on this subject). 
The study of social and economic phases of 
medical science and practice, however, will 
avail but little in a loosely organized medi- 
cal society. The strength of the individual 
is the group and the strength of the group 
is the singleness of purpose of its compo- 
nent parts. 

“Now this is the Law of the Jungle—as old and as 
true as the sky; 


And the Wolf that shall keep it may prosper, but 
the Wolf that shall break it must die. 


As the creeper that girdles the tree-trunk the Law 
runneth forward and back— 

For the strength of the Pack is the Wolf, and the 
strength of the Wolf is the Pack.” 





ON BEING INDEPENDENT 


Some time ago a prominent citizen of De- 
troit produced consternation among small, 
independent merchants by making a state- 
ment to the effect that the day of the smaller 
independent business man had passed and 
that we were well into an era in which all 
manufacturing and merchandizing would be 
done by large corporations. It would be 
in the interests of economy and he claimed 
that many of the independent merchants 
would be better off working for large con- 
cerns than eking out a precarious existence 
operating their own little stores. He may 
be right in his prediction. We feel, how- 
ever, that the more private independent in- 
dustries and small merchants we have, the 
better for all concerned. Better a fair live- 
lihood with a sense of economic security 
than a larger income that may terminate 
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with a week’s or a day’s notice. We demand 
security against want, against old age. This 
is not possible to the employee of a great 
organization who is subject to the caprices 
of an employer which may be a soulless cor- 
poration. No employe of a large corpora- 
tion is free: he is subject to the powers 
higher up. The manager or the president, 
himself, must produce dividends for the 
stockholder or his position is insecure. 
There is no room for individual initiative. 
When advancing years or failing health ren- 
der the services of worker or employe less 
efficient, he finds himself dismissed with the 
result that he is a victim of charity, an in- 
tolerable position for any self-respecting 
man. The more independent, self-support- 
ing citizens, whose fate is not subject to the 
whims of an employer the better for the 
country. There is a tendency for big busi- 
ness to enslave not only its employees but 
its so-called higher up officials as well. 

And yet there are those who would orga- 
nize medicine along the lines of big business 
in the way of groups centered around hos- 
pitals whereby the doctor would be reduced 
to the status of a salaried employe only to 
be cast aside on the human junk pile when, 
in the opinion of the management, his “effi- 
ciency” should become impaired or dimin- 
ished. 





THE SKY O’ MICHIGAN 


Oh, th’ blue, th’ azure blue 
O’ th’ sky in Michigan, 
Sic a sicht, oh, sic a hue 
Is th’ sky o’ Michigan 


Lang we look an’ lang we see 
Wonders o’ eternity 

In its depth an’ majesty, 

In its great sublimity. 


In ma doonie bed ah lie, 

Peerin’ through th’ window pane, 
Through th’ trees intil th’ sky, 
Th’ azure sky o’ Michigan. 


Birds are flittin’ in th’ sky, 
In th’ sky sae blue an’ gran’, 
Oh, that ah could only fly, 
Tae th’ sky o’ Michigan. 
Ah weel, Guid Nicht. 
WEELUM. 





THE PHYSICIAN’S REWARD 


From toil he wins his spirits light, 

From busy day the peaceful night; 

Rich, from the very want of wealth, 

In Heaven’s best treasures, peace, and health. 
—Anon. 
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A DOCTOR’S RECORDS OF A 
HUNDRED YEARS AGO* 


Howe. L. Becte, M.D. 
DETROIT, MICHIGAN 


The following letter will introduce what I present 
to you this evening. 


Cc. M. Burton; 
Detroit 
I am sending you a book lately found in the attic of 
a house once owned by John C. Williams. It is evidently 
a doctor’s record, covering the years 1817-23. The name 
of the doctor nowhere appears. The remedies are nearly all 
now unknown. The 3rd charge is for venesection (bleed- 
ing) of Mr. Woodworth and a trip, $3.50. John R. Will- 
iams’ growing family needed a good deal of paregioricu 
Gov. Cass was a frequent caller on the doctor, often get- 
ting an emetic. In September, 1817, there was evidently a 
small-pox scare as the doctor made about 60 inoculations 
that month. This was his best month as far as the record 
shows. his charges amounting to $140.00 and over. Usually 
they were less than $100.00. There are a number of 
charges for surgical operations—the largest being $20.00. 
Yours ein 


April 14, 1922. 


. H. Phinney 
655 Collingwood Ave. 


The above letter is attached to the inside cover 
of the account book which is now in the Burton Col- 
lection. Adjoining Mr. Phinney’s letter is this com- 
ment by Mr. Burton: 


“The book probably was kept by Dr. Wm. McCoskry. 
Upon the death of Dr. McCoskry, John R. Williams was 
appointed administrator of his estate and many of the 
papers of the Doctor are among the Williams papers. This 
particular book was taken by John Constantine Williams, 
a son of John R. Williams, and carried with him to Florida, 
where he died. The book was then given to Mr. A. H. 
Phinney, as he states in his letter and by him presented to 
the Burton Collection, June 26, 1922.” 


There are in fact four personal record books of 
Dr. Wm. McCoskry in the Burton Collection. They 
cover the years from 1812 to 1831. The records are 
an account of his medical practice from day to day. 
His system was a simple one, but he carried it 
through approximately twenty years, finding appar- 
ently, that it met his requirements and needed no 
change. He records the date, the name of his pa- 
tient, the medicines and the amounts dispensed— 
rarely some other medical or surgical service,—and 
the charges for the same. The goose quill of the 
doctor wrote the record with neatness and clarity, 
virtues I would attribute in part, at least, to his pre- 
vious military training. 

One looks over with much interest these old ac- 
count books of Dr. McCoskry. The imagination car- 
ries one back to the life and times of that small 
village of a few streets along the water-front that 
had in it, however, the germs of the metropolitan 
Detroit of today. Stimulus is engendered to investi- 
gate in numerous directions its history. When one 
reads the names of Dr. McCoskry’s patients, and is 
aided occasionally by some descriptive note relative 
to their residences and occupations, the little commu- 
nity takes on life. There were officers from the 
Post, French settlers from up and down the river, 
traders, sailors, an Indian boy, occasional callers 
from Sandwich or the Thames across the river, and 


*Read at the meeting of the Detroit Opthalmological Club, 
Detroit, Mich., October 5, 1932. 
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We rec- 


not a few early Americans of prominence. 
ognize often the founders of old families of today. 
Their names are at least familiar when perpetuated 


in the names of our streets. The drugs that the 
doctor dispensed and the occasional surgical service 
that he rendered give us some idea of the scope of 
medical practice one hundred and more years ago. 

I trust that you will be interested in reviewing 
with me, the few facts available relative to Dr. 
McCoskry’s life, and will permit me some liberty in 
wandering along historical byways. I am not aware 
that other physicians have given these record books 
even a cursory glance. It is, of course, impossible 
to describe them in any detailed way. Moreover, 
there would be no sense in doing so. There is no 
particular romance in Dr. McCoskry’s life. If the 
shade of the good doctor hovers over this meeting, 
I am sure it says, “Why stir these dead embers 
of the past?” We can at least assure it that we 
will turn the pages reverently and with sympathy 
and understanding. 

Dr. McCoskry’s birthplace is given as Carlisle, 
Pennsylvania, and the year of his birth, 1763. In 
1777, General George Washington gave instructions 
for the formation of a Corps in the Army to be 
called artillery artificers, whose duty it would be to 
cast cannon, bore guns and prepare ammunition for 
the Army. Two Pennsylvania brothers were mem- 
bers of the Corps from 1778-1782, S. A. McCoskry 
as surgeon and his brother, William, as surgeon’s 
mate. As William was but a boy in his teens, I 
take it that he was sort of an apprentice to his older 
brother. In 1791, Dr. Wm McCoskry was a surgeon 
in the army of General St. Clair. This officer had 
been given command of the army by President 
Washington and had been instructed to build a line 
of forts in Ohio from the mouth of the Miami River 
to the mouth of the Maumee, where the infant 
Ohio settlements needed protection from the In- 
dians. This expedition was surprised and badly 
beaten by Little Turtle, chief of the Miami tribe. 


The next record of Dr. McCoskry is as a surgeon 
in the army of General Anthony Wayne, and with 
General Wayne’s army he came to Detroit. While 
the treaty of peace at the end of the Revolutionary 
war was signed in 1783, the British continued to hold 
the frontier posts at Detroit and Mackinaw, although 
the settled boundary placed them inside the north- 
ern line of the United States. Undoubtedly the 
merchants of Montreal were loathe to see these 
posts, which had provd lucrative centers of the fur 
trade, pass from their hands. They encouraged the 
Indians to believe that the tenure of the Americans 
to the Ohio country and the region of the Great 
Lakes was only temporary. General Wayne pressed 
his campaign with vigor against the hostile Indians 
in Ohio and won a decisive battle at “Fallen Tim- 
bers” in 1794. General Wayne became known to the 
Indians as the leader “who never slept.” They lost 
-heart for further conflict, and this, with diplomatic 
representations, led to the evacuation of the Post at 
Detroit by the British. Col. John Hamtramck took 
over the post for the Americans, July 17, 1796— 
thirteen years after the treaty of peace ending the 
Revolutionary War. 


The following are given as the first Americans 
to settle in Detroit in 1796: Solomon Sibley, John 
Whipple, Dr. Wm. Brown, Wm. Russell, Christian 
Clemens, Jack Chittenden, Benjamin Chittenden, Dr. 
Wm. McCoskry, James Henry, Elijah Brush, Henry 
B. Brevoort, Col. Harry Jackson Hunt, Augustus 
Langdon and Major John Whistler. Dr. McCoskry 
resigned from the army in 1803 and started in pri- 
vate practice. As one of his credentials he presented 
his commission from General Washington and this 
is now in the Burton Collection. 

Dr. William Brown, who also came to Detroit in 
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1796, became a successful practitioner and took a 
prominent place in civic and business affairs. He was 
one of the Trustees of the University of Michigania 
established in Detroit from 1817 to 1821, and lived 
many years after Dr. McCoskry had passed on. 

In 1807, when alarm was felt in the village over 
Indian hostility, instructions were issued by James 
May, Adjutant General of the Territory relative to 
the means of defense. Included in his orders was 
the following: “Dr. McCoskry will attend at May’s 
Stone House and Dr. Brown at the Council House, 
where the wounded will be sent.” 

The village of Detroit, consisting for the most 
part of log houses along a few narrow streets on 
the river front, and surrounded by a stockade, was 
completely destroyed by fire in 1805. The new vil- 
lage was laid out on more extensive lines. From 
the Cass Farm and the military reservation on the 
west it extended to the Brush Farm on the East. 
One of the narrow streets paralleling the river in 
the old town was widened to 120 feet and became 
Jefferson Avenue in honor of the President. A wide 
street was laid off at right angles to it to become 
later Woodward Avenue in honor of Augustus 
Woodward, one of the judges of the territory and 
who. was instrumental in incorporating and platting 
the new town. It was platted north as far as Grand 
Circus Park. The vacant land further north for a 
distance of three miles from the river was known 
as “The Commons.” I remember that when I was 
a boy living on Joy Street—now Peterboro Street, 
we called the vacant stretches of land to the west 
of Third Street—a fine play ground—“The 
Commons.” 

Dr. McCoskry’s record begins in 1812. There is a 
break from September, 1812, until July, 1814. This 
period coincides with the British occupation follow- 
ing the surrender of General Hull. This was a 
trying period for the Americans who remained in 
the village. The British civil! governor, Proctor, is 
said to have been tyrannical and cruel. The unpro- 
tected settlements outside the town were subjected 
to Indian atrocities. A number of residents were 
expelled by the Governor, among them Dr. William 
Brown. Possibly Dr. McCoskry left also, as the 
lapse in his records would suggest. Following 
Perry’s victory on Lake Erie and General William 
Henry Harrison’s victory at the Thames, the village 
was again occupied by the Americans. 


There are but few other available facts relative to 
Dr. McCoskry. He was married in 1814. A nephew 
of his, Samuel McCoskry, at a later date was an 
Episcopal Bishop in Detroit. Dr. McCoskry lived part 
of the time in a small house at the corner of Wood- 
bridge and Randolph Streets, across from the famous 
“Steamboat Hotel.” There is no record that he was 
active in civic affairs. For some reason his name 
is not included among the physicians who formed 
the Medical Society of Michigan on June 25, 1820. 
The names were as follows: Dr. William Brown, 
president; Dr. Stephen C. Henry, vice president; 
Dr. John L. Whiting, secretary; Dr. Randall S. 
Rice, treasurer; Dr. Ebenezer Hurd; Dr. Wm. 
Thompson; Dr. Henry Conant. 

Mr. Burton thinks that the 
Monroe. 


Dr. McCoskry died in May, 1831. The adminis- 
trator of his estate, John R. Williams, reported pro- 
ceeds from the sale of his medicines, books and in- 
struments of $55.89. His widow undertook to collect 
some of his outstanding accounts. 


Among Dr. McCoskry’s patients we find the names 
of many of the French settlers: Dequindre, Beau- 
bien, Riopelle, Langlois, Desnoyers, Baby, St. Aubin, 
Campau. There were numerous Campaus. One of 
them, Joseph Campau, lived to a ripe old age and 
was said in 1863 to be the richest man in Michigan, 
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due to his practice of buying and never selling real 
estate. Among his American patients we note the 
following familiar names: Gov. Cass, Solomon Sib- 
ley, Jas. May, Benjamin Woodworth, Elijah Brush, 
Jas. Abbott, John R. Williams, Johnathan Palmer, 
Geo. Larned and Major Breevort. Governor Cass 
was Governor of Michigan territory from 1814 to 
1831. During this period he was a frequent caller 
on the doctor. Later he became Minister to France, 
Secretary of State and in 1848 democratic candi- 
date for President. Solomon Sibley was an attor- 
ney and was said “to have been one of the wisest 
and best men that ever lived in Michigan.” He held 
many important offices. John R. Williams was one 
of the most versatile men who ever figured in De- 
troit affairs from 1812 to 1850. He held important 
business, military, judicial, civic and political posi- 
tions. He was at one time Mayor of the City. 


Benjamin Woodworth was proprietor of the 
“Steamboat Hotel.’ Both he and his hotel were 
famous throughout the territory. A brother, Samuel 
Woodworth, was the author of the poem, “The Old 
Oaken Bucket.” The following advertisement of 
pee I copy from The Democratic Free Press 
Oo OIL: 


“The subscriber respectfully informs his old customers 
and the public generally that he has materially improved 
his establishment on the corner of Woodbridge and Ran- 
dolph, where he is at all times prepared to receive and 
entertain his friends, and assures all who may favor him 
with a call that no pains will be spared to render their 
stay agreeable. 


“The house is large and commodious and the rooms light 
and airy. His table will, at all times, be furnished with 
the substantials of life and the delicacies of the season and 
the bar with genuine liquors. These, together with his un- 
remitting exertions to please and an experience of twenty 
years, he flatters himself, will assure him a continuance of 
the liberal patronage he has heretofore received. 


“Carriages at all times in readiness to rece've passengers 
from the steamboats and vessels and customers leaving the 
house shall receive the same attention free of charge. 


“Connected with the above establishment are the several 
lines of stages. To Sandusky three times a week via Monroe 
intersecting the line from Portland to Cincinnati. Two daily 
lines to Ann Arbor, Jacksonburg and Tecumseh via 
Ypsilanti.” 


Dr. McCoskry, dying in 1831, did not live to see 
the boom in Detroit during the next decade. From 
1830 to 1840 the increase in population was 260 per 
cent. It is said that in 1836, during the navigation 
season, the steamboats brought in 1,000 persons per 
day. Many were emigrants from the East seeking 
new homes in all parts of the territory. 


I am sorry to have to contradict Mr. Phinney, 
but the drugs dispensed by Dr. McCoskry are for 
the most part found in the Pharmacopedia of today. 
Probably we have not the same faith in their eff- 
cacy that he had. While occasionally I am unable to 
decipher his abbreviations, I am able in most in- 
stances to recognize the preparation. There are 
none of the weird substances used in earlier days. 
After looking over some old formularies, I should 
say that one would have to go back nearly another 
hundred years to find such prevalent in medical 
practice. Dr. McCoskry dispensed his own drugs. 
Here, for instance, is one notation to the effect that 
he advanced Peter Desnoyers $50.00 to purchase 
drugs from the house of Shieffelin & Co., New 
York. Mr. Burton had occasion to look up the first 
drug stores in Detroit. He could not find in 1820 


that there was a single store where drugs were 
sold. 

Dr. McCoskry directed many of his medicines 
against the gastro-intestinal tract. He used freely 
emetics, cathartics, stomachics and carminatives. 
Perhaps he was right. If not high living, there was 
much hard drinking in those days. Whiskey was 
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cheap and abundant. Here is a typical advertise- 
ment of a sheriff’s sale of chattels in 1831: 


One barrel of whiskey 

Part same of vinegar 

One feather bed, one bridle 

One lump of sugar 

One gallon bottle with brandy, etc. 


The cathartics dispensed by the doctor were: 


Pil. Cathartic, Ol. Ricini, 

Pil. Rhubarb, Senna, Calomel, 

Pil. Jalap with or without croton oil, 
Magnesium, Salin mixture. 

Pulv. laxative, Pil. Vermifug. and 
Pil. Fetid. 


The last drug, I dare say, was used for its psychic 
effect. 

Dr. McCoskry believed fully as much in the value 
of emetics as cathartics. Usually he merely desig- 
nated the preparation dispensed as emetic. Fre- 
quently, however, he followed this term by the 
emetic used as Emetic Ipecac, Sol. Antimony or 
Cream ‘Tartar. Other gastro-intestinal remedies 
used were Pil. Stomachic, Mist. Carminative, Olive 
Oil, Pil. Argent, Nitric, Dilute Sulphuric Acid. 

Dr. McCoskry employed opium either as the pill 
or tincture very frequently. The sedatives at his 
disposal were, of course, limited. Here is a typical 
combination, in this case given to Gov. Cass: Mag- 
nesium 3III, Tinct. Opii 31. 

Paregoric and Dovers powders were other forms 
of opium used. Sudorifics and diaphoretic powders 
were frequently dispensed, the exact drug used not 
being designated. Much cinchona was prescribed; in 
later years, quinin. While this possibly indicates the 
prevalence of malarial fevers, it should be remem- 
bered that in later years, at least, quinin was an 
almost universal remedy and routinely employed. 
Other drugs or preparations employed were Tinct. 
Digitalis, Pil. Myrrh with iron, Pil. Ferri Carbonate, 
emplastrum anodyne, Pulv. Cantharides, Ung. 
Hydrarg. Muriat. Arnica, Borax as a gargle, Sol. 
Arsenic, Tinct. Sanguinaria, Balsam Copaiba and 
Tinct. Kino. Occasionally he dispensed an eye wash. 
One day in 1815 he had no less distinguished a 
caller than General William Henry Harrison. Gen- 
eral Harrison’s recent campaign must have given 
him some trouble with his eyes as Dr. McCoskry gave 
him Aq. Ophthalmica. This seems to have been the 
only eye remedy used by Dr. McCoskry, except for 
a similar one, Pulv. Ophthalmica. In a formulary 
dated 1814, Aq. Ophthalmica is described as a solu- 
tion of “white vitriol” (zinc sulphat.). An older 
formulary gives the following directions for pre- 
paring Aq. Ophthalmica: 





Take of unprepared Bole-Armeniac (Armenian earth—a 
red clay containing iron) 2 ounces, unprepared Tutty (an 
impure oxide of zinc obtained from the walls of smelting 
furnaces) one ounce, white vitriol, half an ounce; reduce 
them to powder and pour thereon 2 quarts of hot spring 
water, boil them a little together, stir the mixture fre- 
quently and after due time allow for it to settle and pour 
off the clear. 


Outside of venesection Dr. McCoskry apparently 
rendered few surgical services. His charge for vene- 
section varied from $2.00 to $5.00. Occasionally he 
extracted a tooth—the charge, 25c to $1.00. I find 


two or three times mention of service in parturition. 


—the charge $5.00. There are a number of instances 
of reducing fractures, dressing fingers and dilating 
abscesses, one of amputation of leg, the charge 
$25.00. I think that one can safely say that at least 
Dr. McCoskry’s medicines did no serious harm to 
his patients. Here are the ages at death of four 
of his patients, who treated with him for twenty 
years and long outlived him: 








Gov. Cass 84 
Jos. Campau 94 
Solomon Sipley: .<cceccc-cacecescscecseses 77 


Benjamin Woodworth................ o1 
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It is opportune and fitting that I bring this 
rambling paper to a close by reading an editorial 
and the obituary notice following Dr. McCoskry’s 
death. They are in the issue of the Democratic 
Free Press of May 19, 1831, and must have been 
written by persons who knew his worth. The edi- 
torial is as follows: 


“Dr. Wm. McCoskry, whose death is noticed in another 
column of this day’s paper was no common man. The 
many families in this place and on the opposite side of the 
river by whom his professional skill was well known and 
duly appreciated consider his death as a very sore bereave- 
ment. Few practitioners of the healing art have been more 
successful for so long a period of time and his excellent 
qualities as a man doubly endeared him to those who 
have been his patients. 

“He was a surgeon in the U. S. Army at the defeat of 
St. Clair and probed the wound of General Butler when 
he was killed by the savages at Fort Recovery. It has been 
said that on that occasion he distinguished himself by an 
extraordinary exhibition of coolness and devotion to his 
duty. After the disastrous result of the action, General 
Butler, mortally wounded, was placed behind a rampart of 
bags of flour and undergoing the operation of probing by 
Dr. McCoskry who immediately said, “General, your wound 
is mortal but I will do all I can for you.” The words 
had hardly escaped from his mouth when a volley of shot 
struck the bags and covered those who were present, with 
the flour. Some of them, including the unfortunate General, 
were soon tomahawked by the Indians. Dr. McCrosky and 
a few leaped over the stream, pursued by their enemies 
and arrived at Fort Jefferson, a distance of nearly 30 miles, 
without provisions and with scarcely any clothing.” 


The obituary notice was as follows: 
DIED 


“On Monday morning, the 16th of May, 1831, at half 
past six o’clock A. M. of a lingering illness which he bore 
with great patience and resignation, Dr. Wm. McCoskry 
native citizen of Carlisle in the State of Pennsylvania in 
the 68th year of his age. 

“In the death of Dr. McCoskry we are called upon to 
mourn the loss of one of our most valuable and respected 
citizens. Long will his friends and the community which 
knew him best deplore his end as a_ public’ calamity. 
Although his career of usefulness has been long and tried, 
yet he was taken away in the midst of his skill and experi- 
ence. Joined to a mind of the most discriminating power 
and a vigorous and sound judgment, he possessed the advan- 
tages of more than fifty years’ practice in the sciences of 
medicine and surgery. ; 

“His first experience was acquired in the service of his 
country in General St. Clair’s campaign and under General 
Wayne in his celebrated campaigns against the Indians which 
restored peace and prosperity to our frontier settlements. 
He continued in the Army until 1803 at which time he 
resigned. From that time he has been a practitioner in 
this place. His many excellent qualities, gentlemanly de- 
portment, professional skill and human feelings endeared him 
to his acquaintances and will cause his memory to be long 
cherished and remembered.” 








OBITUARY 











DR. H. E. SAFFORD 


Dr. Homer E. Safford, of Detroit, died at his 
home, September 12, 1933, after six months’ illness. 
He was born at Plymouth, Michigan, sixty-three 
years ago. He graduated from the Medical School 
of the University of Michigan in 1896. After serv- 
ing a year as instructor in Medicine at the Univer- 
sity he located in Detroit, where he practiced up to 
the time of his last illness. Dr. Safford devoted 
his time to psychiatry. During the World War he 
was a captain in the psychiatric division of the Army 
Medical Corps. He was a member of the Wayne 
County and Michigan State Medical Societies and 
the American Medical Association. Dr. Safford is 
survived by his widow, Gertrude Sunderland Saf- 
ford; three daughters, Mrs. Clifford M. Toohy, and 
Mildred H. Safford, of Detroit, and Mrs. Orlan M. 
Arnold, of Madison, Wisconsin; a son, Truman S. 
Safford, of New York City, and a sister, Miss Ada 
Safford, of Detroit. 
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THE ANNUAL MEETING 


The minutes of the annual meeting will 
appear in the November JourNAL. The fol- 
lowing paragraphs impart a few of the high 
points which will be imparted in detail in the 
published minutes. 

Dr. R. R. Smith of Grand Rapids was 
elected President-elect. 

The Upper Peninsula was divided into 
two councilor districts with Drs. Manthei 
and Perry elected as Councilors. 

Dr. F. P. Treynor was re-elected as 
Councilor of the 11th District. 

Dr. H. A. Luce of Detroit was elected 
Speaker and Dr. F. A. Reeder Vice Speaker. 
By action taken the Speaker becomes a 
member of the Council. 

Dr. L. J. Hirschman was elected dele- 
gate and Dr. C. F. Moll alternate delegate 
to the A. M. A. 

Dr. B. R. Corbus was elected Chairman 
and Dr. Henry Cook Vice Chairman of the 
Council. 

Battle Creek was selected as the place for 
our 1934 meeting. 

The Economics Committee was continued. 

The attendance registered was 853. At 
least 100 failed to register. A fair estimate 
is that over 1,000 were in attendance. A 
live interest was shown in all the sections 
and general sessions. The scientific and 


commercial exhibits evoked much favorable 
comment. 

As hosts the Kent County Medical So- 
ciety exemplified splendid hospitality. It 
was a good, profitable annual meeting. 









MEMBERS IN ARREARS 


By action of the House of Delegates at 
the Grand Rapids meeting the Secretary was 
directed to place upon the suspended list all 
members whose dues are not paid by Octo- 
ber 1. This entails the withdrawal of 
medico-legal protection and the discontinu- 
ance of the JOURNAL. 

If you have not paid your current dues 
this will mean that this is the last JOURNAL 
you will receive and your medical legal pro- 
tection terminated. 

It is urged that you see your county sec- 
retary and arrange with him for the con- 
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tinuance of your membership. Do not let 
it become necessary to place your name upon 
the suspended list. 








YOUR CARD FOR THE DIRECTORY 


This month an information card is being 
sent from the headquarters office of the 
American Medical Association to every phy- 
sician in the United States and Canada. The 
information thus secured is to be used in 
the compiling of the thirteenth edition of the 
American Medical Directory. The directory 
is prepared at regular intervals in the Bio- 
graphic Department of the American Medi- 
cal Association. The last previous directory 
appeared in 1931. This volume is one of 
the most important contributions of the 
American Medical Association to the work 
of the medical profession in the United 
States. In it, as in no other published di- 
rectory, may one find dependable data con- 
cerning physicians, hospitals, medical or- 
ganizations and activities. It provides full 
information concerning medical colleges, 
specialization in the field of medical practice, 
memberships in special medical societies, 
tabulations of medical journals and medical 
libraries and, indeed, practically every im- 
portant fact concerning the medical profes- 
sion in which any one might possibly be in- 
terested. Therefore, those who receive this 
card should fill it out and return it promptly 
whether or not any change has occurred in 
any of the points on which information is 
requested. Should any reader fail to receive 
a card before the first of October, he may 
aid by writing at once to the headquarters 
office, stating that fact and indicating such 
changes as he may desire in the information 
published in the 1931 issue of the directory. 








DELINQUENT DUES 


By action of the House of Delegates all 
members in arrears on October 1 will be 
placed on the suspended list. This will de- 
prive them of all medico-legal protection, 


‘the JOURNAL will be discontinued and they 


will be reported to the A. M. A. as being 
suspended. 

No member should permit his name to be 
placed upon the suspended list. Society 
affiliation is a valuable asset. Its benefits are 
direct and personal. Next to your license 
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your membership certificate is of foremost 
importance. 

See your County Secretary and arrange 
for the continuation of your membership. 
Unless prompt action is evidenced there will 
be no alternative but to list you as suspended. 





MINUTES OF THE COUNCIL 


The Council of the Michigan State Medical So- 
ciety convened in the Pantlind Hotel, Grand Rapids, 
Michigan, the morning of September 11, 1933. 

Present: Corbus, Carstens, Heavenrich, Hafford, 
McIntyre, Powers, Boys, Bruce, Cook, MacMullen, 
Baker, Urmston, Van Leuven, Treynor, Brunk and 
President Robb, President-Elect LeFevre and the 
Secretary. 

1. The Chairman presented a copy of the annual 
report of the Council to the House of Delegates. 
This was discussed paragraph by paragraph and 
upon motion of Bruce-Heavenrich was approved for 
transmission to the House of Delegates. (See min- 
utes of House of Delegates.) 

2. The Secretary presented invitations from sev- 
eral county societies for the next annual meeting. 
Upon motion of Treynor-Urmston, the invitations 
were ordered to be transmitted to the House of 
Delegates without recommendation. 


3. The Executive Committee transmitted the fol- 
lowing as a subject report to the Council. 


“Dear Doctor Corbus: 


“The committee in regard the Wayne County Bill 
for medical legislative service presented by the 
Wayne County Medical Society met in Lansing on 
August 25, 1933, being present Drs. Kelly, Robb, 
Luce and your committee. 


“In connection with this case we wish to say that 
there are certain facts and principles involved. The 
first question that was raised was Wayne County 
holding out $1500 dues due the Michigan State Med- 
ical Society which we consider unconstitutional and 
liable to be interpreted as a whip over the State 
Society; secondly, were these expenses incurred by 
the Wayne County Representative without authori- 
zation and knowledge of the legislative committee? 
Upon inquiry from the chairman of the legislative 
committee we find that the expenditures were con- 
tracted with the full knowledge and authorization 
of the chairman of the legislative committee and at 
least partially with the knowledge of the full com- 
mittee, and to quote Dr. Carr, “Much of Wayne’s 
bill covers the cost of carrying out my directions 
and requests.” After discussion with Dr. Carr the 
only part of the bill as presented which should be 
questioned is that of the hotel bill, amounting to 
$272.86. Had he not accepted Burns’ services the 
hotel expense would have been paid by Wayne 
County. There are two facts in this connection 
which should be understood; first, no charge is 
made for Burns’ services and he was in Lansing at 
our disposal for approximately six months and 
away from his job in Detroit for which Wayne 
County paid him approximately $2,000. Secondly, 
we are informed that the individuals personally 
spent considerable money from their own pockets to 
further our interests in the legislature. The presi- 
dent of the state society makes this statement and it 
is undoubtedly true that when the banks closed 
Burns was stranded in Lansing in the interest of 
the state society and there was no money in our 
treasury to carry on our work and these individuals 
financed the activity of the society, together with 
monies advanced by Mr. Burns. Part of these 
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monies were paid to Dr. Robb, I understand, by 
Wayne County. The remainder that Dr. Robb spent 
was his personal contribution to the State Society, 
and he refuses to render a statement for the same. 
For these reasons, and because thousands of dollars 
that they had collected both for their own dues and 
ours were tied up in the bank they were unable 
unquestionably until this time to pay the State Medi- 
cal Society $1,500 which had been collected. 


“It is our honest opinion, therefore, that it was 
in no way the intention of Wayne County to hold 
this money to force us to pay this bill. After re- 
viewing the facts as aforesaid described in this re- 
port, we recommend to the Council that the full 
amount of the bill as presented by Wayne County 
Medical Society for monies which they had advanced 
should be paid to the extent of $1,875.95. 


“The reason we include the hotel bill of Mr. 
Burns is because Wayne County makes no charge 
for Burns’ salary and that Dr. Robb will present 
no bill for the money he personally expended in the 
interest of the society. 


“Respectfully submitted, 
Henry Coox, Chairman, 
J. H. Powers, 
C. E. Boys.” 


Upon motion of Heavenrich-Urmston the report 
and its recommendations were concurred in. 

4. Upon motion of Bruce-MacMullen, the Sec- 
retary was directed to send a voucher to Wayne 
County for their bill for legislative expenses as soon 
as the Society’s funds were available. 


5. The Secretary presented financial statements 
of the Society, together with a list of unpaid mem- 
bers. These reports were discussed and ordered 
filed for future reference. 


6. Councilor Hafford raised the question of em- 
ployment of additional attorneys to assist the chief 
Counsel in all cases handled by the Medical Legal 
Committee. After discussion, the Secretary was 
directed to arrange for the appearance of Mr. Bar- 
bour and the Chairman of the Medical Legal Com- 
mittee at the January meeting of the Council for 
further discussion of this subject. The Council then 
recessed. 


SECOND SESSION OF THE COUNCIL 


The second session of the Council was held in the 
Pantlind Hotel, Grand Rapids, Michigan, on the 
morning of September 13, 1933. Present: All the 
Councilors, including the new Councilors, Drs. Man- 
thei and Perry and the Speaker, H. A. Luce and 
President LeFevre and the Secretary. 


1. Councilor Urmston was called to the chair 
and the first order of business was the election of 
Chairman for the ensuing year. Dr. Bruce nomi- 
nated Dr. Corbus as Chairman, suppo-ted by Dr. 
Heavenrich. Upon motion of Dr. Hafford, sup- 
ported by Dr. Baker, the secretary was directed to 
cast the ballot for Dr. Corbus as Chairman. The 
Secretary did so cast and Dr. Corbus was declared 
elected. 


2. Dr. Corbus assumed the chair and in a few 
gracious words expressed his appreciation for his 
re-election and for the confidence that was thus 
being placed in him. 


3. Upon motion of Heavenrich, supported by 
Hafford, Dr. Henry Cook was nominated for the 
office of Vice Chairman. Upon motion of Urmston 
and Carstens, the Secretary was directed to cast the 
vote for Dr. Cook. The Secretary did so cast and 
Dr. Cook was declared elected. 


4, The Executive Committee: By action of the 
Society, the Chairman and the Vice-Chairman and 
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the Speaker of the House of Delegates become mem- 
bers of the Executive Committee and the Chairmn 
of the three Council Committees constitute the re- 
maining members of the Executive Committee. 
Upon motion of Baker and Urmston, Dr. Carstens 
was elected Chairman of the Finance Committee. 
Upon motion of Cook-Heavenrich, Dr. J. D. Bruce 
was elected Chairman of the Publication Commit- 
tee. Upon motion of Powers-Brunk, Dr. C. E. Boys 
was elected Chairman of the Committee on County 
Societies. 


5. Upon motion of Carstens-Urmston, the Coun- 
cil decided to hold its mid-winter session in Detroit 
in January, the date to be fixed by the Chairman and 
the Executive Committee. 


6. The Secretary presented communications that 
had passed between the Secretary and the Chairman 
of the Council from Henry B. Knapp of Battle 
Creek in regard to a loan that had been made in 
connection with a medical legal matter in which 
Dr. Knapp was involved. Upon motion of Dr. Haf- 
ford and supported by Dr. Powers the action of 
the officers and the opinions that they expressed 
were sustained by the Council. 


There being no further business, the Council ad- 
journed to meet in Detroit in January, 1934. 


F. C. WarnsuHulis, Secretary. 





GYNECOLOGICAL SECTION 


The following is a summary of the proceedings 
of the Section on Obstetrics and Gynecology at the 
recent meeting of the Society: 

The attendance at the Section meetings was un- 
usually large and enthusiastic. The papers read were 
well prepared and aroused much discussion. Credit 
for these excellent programs is due to the untiring 
efforts of Dr. Norman F. Miller, retiring chairman. 
The work of the local committeeman, Dr. Anderson 
of Grand Rapids, in arranging the place of meeting 
and the necessary equipment was another important 
factor which contributed to the success of the 
meeting. 

Dr. E. D. Plass, Professor of Obstetrics and Gyn- 
ecology, University of Iowa, was guest speaker at 
the Section meeting and at the general session, 
September 14. 

Reports of the Committee on Clinical Problems, 
the Committee on Birth and Death Certificates, and 
the Committee on the Study of Birth Control were 
presented by their respective chairmen and approved 
by the Section. It was voted to continue these com- 
mittees during the coming year. The committee re- 
ports will be published in the JouRNAL oF THE MICH- 
IGAN STATE MeEpIcAL SOCIETY. 

Dr. Harold Furling, of Pontiac, was elected chair- 
man of the Section for the coming year; Dr. Har- 
old C. Mack, of Detroit, will continue as secretary. 

The chairman will be pleased to consider papers 
for presentation at the next meeting of the Section 
in Battle Creek. Members wishing to present pa- 
pers will please communicate with the chairman 
or secretary. 

Respectfully submitted, 
Harotp C. Mack, M.D., Secretary. 





FORTIFICATION OF FOODS OTHER THAN 
TABLE SALT WITH IODINE OR IODINE 
COMPOUNDS 


The Committee on Foods reports that the fortifi- 
cation of foods other than table salt with iodine or 
iodine compounds may lead to excessive iodine in- 
take and endanger public health. Foods so fortified, 
other than table salt, will not be eligible for ac- 
ceptance. (Jour. A. M. A., August 5, 1933, p. 448.) 








Jour. M.S.M.S. 








COUNTY SOCIETIES 














NORTHERN MICHIGAN 


The regular meeting of the Northern Michigan 
Medical Society was held at the Perry Hotel, Pe- 
toskey, September 7, 1933. There were twenty mem- 
bers and two guests present. 


The meeting was called to order by President 
Frank. It was moved and seconded that flowers be 
sent to Drs. Neihart and Parks, who are confined 
to their homes with illness. Carried. It was moved 
and seconded that our delegate be instructed to 
nominate Dr. B. Van Leuven for re-election as 
Councilor. Carried. Dr. Carleton Dean was ap- 
pointed to the Program Committee. 

The speaker for the evening, Attorney Ward 
Waller of Cheboygan, gave a very interesting and 
instructive talk on the medical legal phases of 
medicine. 

E. J. BRENNER, Secretary. 





SHIAWASSEE COUNTY 


Shiawassee County Medical Society resumed 
meetings after a three months’ recess, on Thursday, 
September 21, with a goodly number in attendance. 

After disposing of some routine business, Dr. 
I. W. Greene made a report of the meeting of the 
State Society at Grand Rapids, September 11 to 15. 
The report was unusually good. He also read his 
address as chairman of the section of general medi- 
cine, entitled “The Unimportance of being an In- 
ternist,’ which was thoroughly enjoyed, and be- 
cause of its originality brought out much discus- 
sion, particularly among the surgeons present. 

The Shiawassee Society meetings are luncheon 
meetings, heid at noon on the third Thursday of the 
month. Any physician who happens to be in the 
vicinity of Owosso on those dates will be heartily 
welcomed, if he or she will drop in at Memorial 
Hospital. 


W. E. Warp, Secretary-Treasurer. 





UNIVERSITY OF MICHIGAN MEDICAL 
SCHOOL 





The Department of Post-Graduate Medicine 
ELECTROCARDIOGRAPHIC DIAGNOSIS 
November 6-11, inclusive 
UNIVERSITY HOSPITAL 


The course includes the scope of electrocardio- 
graphic diagnosis, discussions of the specialized tis- 
sues of the heart, Einthoven’s triangle, the distri- 
bution of electric currents produced by the heart 
beat, special leads, the aria of electrocardiographic 
deflection, intraventricular block and axis deviation, 
the normal curve, various normal and abnormal 
rhythms, and the effect of drugs, with personal su- 
pervision in the examination of curves. 


Under the direction of Dr. Frank N. Wilson. 
Attendance limited. Fee $25.00. 
Apply To 
Director, Department of Post-Graduate Medicine 
University Hospital 
Ann Arbor, Michigan 








OctTosErR, 1933 
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SHALL THE DEAF AND BLIND BE 
STERILIZED? 


To the Editor of THE JouRNAL OF THE MICHIGAN 
StaTE Meprcav Society: 


Our time is a turbulent time. Human weakness, 
it would seem, has brought about conditions which 
create a feeling of uneasiness in many people. The 
rapid development of mechanical improvements has 
produced a one-sided progress. Mankind has not 
adapted itself to changed conditions. Consequently, 
abnormalities have developed which have created 
dissonances. This experience is not new. oever 
studies history, especially that of the French revolu- 
tion, will find much in common with conditions and 
actions of our time. Among the multitude of meas- 
ures suggested there is one which interests the deaf 
and the blind more than others. The thought has 
been advanced, in some quarters, if reports are 
correct, that deaf and blind people should be ster- 
ilized. While it is advisable that certain classes of 
people should be prevented from perpetuating their 
condition, it is to be avoided, to generalize, for a 
good reason. Sociologists, of course, are familiar 
with family trees of degenerates which prove, be- 
yond a doubt, that sterilization is very advisable in 
some instances but it is also necessary to study the 
situation very thoroughly in other conditions so that 
no injustice may be done. A searching inquiry 
should be conducted concerning the deaf and blind 
and it would be found in our opinion, that only a 
small number of the deafened and the blind would 
come under consideration. If people would draw 
the proper conclusions from the suggested elimina- 
tion of all ills that befall mankind, it is not very 
difficult to imagine what may happen. In the course 
of time, the conception of sound and unsound may 
undergo changes, and those who advocate more or 
less radical measures, aiming at a so-called purity 
of conditions, may themselves be considered un- 
sound. If accepted and demonstrable rules and 
methods, based on sound principles and on solid 
ground, are not observed, the process of elimination 
may progress in such a manner, that the time may 
come when of the last two surviving members of the 
human family, one has been sterilized and the other 
passes away in the fullness of his years as the only 
perfect specimen of a glorious human race with 
the self-sufficient conviction to have done his share 
for the improvement of society—M. D. 





CORRESPONDENCE 








GENERAL NEWS AND 
ANNOUNCEMENTS 











Dr. W. H. German has been appointed school 
physician for East Grand Rapids schools. 





Read the advertising pages, send in your inquiries 
to advertisers and give them your patronage when 
purchasing. 





The Medical History of Michigan, two volumes, 
is obtainable for five dollars. Send your orders to 
the State Secretary. 





Write to the Director, Department of Post Gradu- 
ate Medicine, University Hospital, Ann Arbor, for 
information relative to special courses of graduate 
study. 
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Drs. G. L. LeFevre, B. R. Corbus, W. H. Marshall 
and F. C. Warnshuis attended the A. M. A. State 
Secretaries Conference in Chicago September 22 


and 23. 





Dr. Edward D. Spalding of Detroit addressed the 
opening meeting of the Oakland County Medical 
Society on September 21. His subject was “Cardiac 
Disease with Special Reference to Therapy.” 





Dr. Bruce H. Douglas, superintendent of the Wil- 
liam H. Maybury Sanatorium at Northville, was 
appointed director of tuberculosis work for the De- 
troit Board of Health to succeed Dr. Henry D. 
Chadwick, who resigned to accept the position of 
Commissioner of Health of Massachusetts. 





The fifty-first annual meeting of the Wabash 
Railway Surgical Society was held in Detroit, Sep- 
tember 11 ard 12. Papers were presented by Detroit 
men as follows: Dr. George P. Myers, “Fractures 
about the Ankle Joint”; Dr. Angus McLean, 
“Thrombi and Emboli, Cause and Consequences” ; 
Dr. J. H. Dempster, “Traumatic Neurosis, Fact or 
Fiction ?” 





The annual meeting of the State Secretaries and 
Editors of the State Medical Journals was held at 
the Palmer House, Chicago, September 22 and 23. 
Those present from Michigan were: Dr. Burton R. 
Corbus, chairman of the council of the Michigan 
State Medical Society; Dr. F. C. Warnshuis, secre- 
tary of the Michigan State Medical Society, Grand 
Rapids; and Dr. J. H. Dempster, of Detroit. An 
extended account of this meeting in which the 
Michigan State Medical Society figured prominently 
will appear in the November number of. this 
journal. 





The attention of the members of the Michigan 
State Medical Society is called to two articles in 
the Journal of the American Medical Association 
of September 23 in regard to the distribution of 
Federal money in medical relief. (See Journal of 
the American Medical Association, pages 1005 and 
1026). This last minute announcement before going 
to press makes impossible any extended reference 
other than that a certain sum of money has been 
set aside by the United States Government for the 
medical care of indigents. Within legal and eco- 
nomic limitations, the traditional relations between 
patients and their physicians, dentists and nurses 
are to be maintained. Professional services ren- 
dered patients on relief rolls must be of the same 
type as those rendered private patients and are to 
be paid for at agreed rates, due allowance being 
made for the conservation of relief funds. The 
common aim, as stated by the administration, is 
the provision of good medical service at low cost, 
to the benefit of the indigent patient and the physi- 
cian, nurse, dentist and taxpayer. 





The Wayne County Medical Society will begin 
its 1933-34 season on October 2, 1933. The weekly 
meetings this year will be held on Mondays, 8:45 
p. m., in the Detroit Institute of Art, Woodward at 
Putnam, Detroit. An innovation this year will be 
n “afterglow,” following the first meeting in each 
month, arranged in honor of the Past-Presidents of 
the Society. This informal meeting, with supper 
and refreshments, will be held in the Society home, 
4421 Woodward at Canfield, Detroit. Members of 
the Michigan State Medical Society are cordially in- 
vited to attend the weekly meeting of the Wayne 
Society. They will be given a hearty welcome. The 
first meeting will feature an address by A. M. Smith, 
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Ph.B., of the Detroit News on “The Philosophy of 
Medicine.” At this meeting, the first in the Art In- 
stitute, Mr. Albert Kahn, Vice-President of the 
Institute, will give an address of welcome. The 
Society will present a certificate of honorary mem- 
bership to Mr. Malcolm Bingay, executive director 
of the Detroit Free Press. 





The October 9th Medical Section meeting of the 
Wayne County Medical Society will be addressed by 
Dr. Charles G. Jennings of Detroit. Dr. T. Wingate 
Todd of Western Reserve University, Cleveland, will 
give his very illuminaitng address, “Royal Mum- 
mies,” on October 16. The Surgical Section meeting 
of October 23 will be a Symposium on Burns, as a 
memorial to Dr. E. C. Davidson, the brilliant young 
Detroit surgeon who developed the tannic acid 
treatment for burns, and who recently died suddenly. 

‘ The Wayne County Medical Society invites off- 
cers of other county socities to utilize the Speakers’ 
Bureau of the Wayne unit, in preparing their pro- 
grams for 1933-34. Excellent talent for the presen- 
tation of any medical subject, or subject on medi- 
cal economics, can be obtained by writing the 
Speakers’ Bureau, 4421 Woodward, Detroit. Give 
full details regarding the date, hour, and exact place 
of meeting, the average attendance, and the subject 
you wish discussed. Please give the Bureau at least 
two weeks’ noitce, to make sure of the best assign- 
ment possible for you. 





ACUTE MYELITIS (MYELOMALACTIA): SYN- 
DROME OF OCCLUSION OF ANTERIOR 
SPINAL ARTERY AT FIFTH CER- 
VICAL CORD SEGMENT 


Wa tter F. SCHALLER, ARCHIE M. Roperts and 
Epwarp F. StapTHERR, San Francisco, record two 
cases of acute myelitis illustrating the syndrome 
of occlusion of the anterior spinal artery at the 
fifth cervical cord segment. They discuss in detail 
the circulation of the spinal cord and point out that 
extensive acute myelitis occurring in the lower cer- 
vical cord segments produces a definite clinical pic- 
ture; flaccid paralysis of the upper extremities with 
subsequent atrophies and contractures, spastic 
paralysis of the trunk and lower extremities and 
impairment of pain and temperature sensibility be- 
low the level of the lesion—Journal A. M. A. 





THE FORM OF THE STOOL AS A CRITERION 
OF LAXATION 


GeorceE R. Cowcitt, Witt1AM E. ANDERSON and 
ALBERT J. SULLIVAN, New Haven, Conn. (Journal 
A, M. A., July 22, 1933), call attention to the results 
obtained in their investigations in which laxation was 
studied in twenty men over periods of from at least 
a month to as many as sixty-two days. Their ob- 
servations support the more general view held by 
gastro-enterologists, . roentgenologists and others 
that, under “normal” laxative conditions, interpreted 
subjectively as “satisfactory,” food residues require 
from about sixteen to twenty-four hours to traverse 
the alimentary tract. In the course of their work 
they became impressed with the importance of purely 
subjective criteria of laxation; namely (1) the ease 
with which defecation takes place, and (2) the pres- 
ence or absence of a sense of complete emptying at 
the time the dejecta are passed. The authors sug- 
gest that clinicians who are treating cases of consti- 
pation give due attention to the matter of securing 
an easy passage of dejecta together with the satis- 
fying sense that all fecal material has been 


eliminated. 





Jour. M.S.M.S. 
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OBSTETRICS AND GYNECOLOGY. By 80 penis 
Specialists. Edited by Arthur Hale Curtis, M.D., 
fessor and Head of the Department of Obstetrics pe 
Gynecology, Northwestern University Medical School; 
Chief of the Gynecologic Service, Passavant Memorial 
Hospital, Chicago, Ill. Complete in 3 Volumes and 
Separate Desk Index. 3500 pages with 1664 illustrations, 
many in colors. Philadelphia and London: W. B. 
Saunders Company, 1933. Per set, Cloth, $35.00 net. 

The second volume of Curtis’ Obstetrics and 

Gynecology is on our desk. Apparently the space 
alloted to the two subjects will be equally divided, 
since all of the first volume and one-half of the 
second is given over to obstetrics. This volume con- 
tributes well written sections on the pathology of 
labor and the purperium, also 187 pages devoted to 
operative obstetrics. The gynecological portion of 
this system is graced by a brief history of American 
Gynecology written in the usually delightful manner 
of Howard A. Kelly. This chapter deserves the 
perusal of every American physician. Following 
this are chapters on the specific infections,—first by 
the Author, then by Charles C. Norris, and finally, 
an exhaustive study of “syphilis in women,” by 
George Gelhorn. Succeeding chapters on the non- 
specific diseases are well worth reading, while a 
long one by the late lamented William P. Graves 
on uterine tumors probably constitutes one of his 
best contributions to gynecology. The volume has 
quite sufficient value to find a place in every medi- 
cal library—profusely illustrated and printed in such 
form as does credit to the publishers. 





A TEXT-BOOK OF PHYSIOLOGY. By William H. How- 
ell, Ph.D., M.D., Sc.D., LL.D., Emeritus Professor of 
Physiology in The Johns Hopkins University, Baltimore, 
Maryland. Twelfth Edition, Thoroughly Revised. 1132 
pages with 308 illustrations. Philadelphia and London: 
W. B. Saunders Company, 1933. Cloth, $7.00 net. 

There is no doubt that the twelfth edition of this 
work will continue as the outstanding American 
textbook in physiology, particularly since its scope, 
clarity and price will commend it to students as well 
as to practicing physicians. The contents are up 
to date and the manner of presentation of recent re- 
search is efficient. The greatest additions are those 
relative to the physiology of muscle contraction, hor- 
mones and vitamins though other sections have been 
amplified in accordance with recent research. The 
illustrations, which are largely semidiagrammatic, 
and the ample index make the work easily adaptable 


-as a textbook. 





FOREIGN BODY IN MEDIASTINUM: ESOPH- 
AGOSCOPIC REMOVAL UNDER ROENT- 
GENOSCOPIC GUIDANCE 


According to HerMAN J. Morxscu and B. R. 
KirKLIN, Rochester, Minn., mediastinitis following 
perforation of the esophagus by a foreign body al- 
ways constitutes a.grave surgical problem. Such a 
complication may be spontaneous or may occur from 
attempted removal or displacement. The proper pro- 
cedure in dealing with such a problem is open to 
much speculation. The situation of the perforation, 
the degree and extent, whether the foreign body has 
partially or wholly entered the mediastinum, and its 
opacity are some of the factors that necessarily in- 
fluence judgment as to treatment. The authors re- 
port a case which constitutes, they believe, a new 
endoscopic experience in the treatment of a patient 
and in the removal of foreign body, which was lying 
entirely in the mediastinum and which was success- 
fully removed under roentgenoscopic guidance, by 
means of endoscopy.—Journal A. M. A. 








